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EXAMINING THE TRUE COSTS OF ALCOHOL 
AND DRUG ABUSE IN NATIVE COMMUNITIES 


WEDNESDAY, JULY 29, 2015 


U.S. Senate, 

Committee on Indian Affairs, 

Washington, DC. 

The Committee met, pursuant to notice, at 2:30 p.m. in room 
628, Dirksen Senate Office Building, Hon. John Barrasso, 
Chairman of the Committee, presiding. 

OPENING STATEMENT OF HON. JOHN BARRASSO, 

U.S. SENATOR FROM WYOMING 

The Chairman. Good afternoon. I call this hearing to order. 

Before we begin, I want to welcome Ms. Sunny Goggles to the 
hearing. Ms. Goggles serves her community in many roles. She is 
a member of the Northern Arapaho Tribe and the Director of the 
White Buffalo Recovery Center on the Wind River Indian Reserva- 
tion in Wyoming. She also serves on the Tribal Committee for the 
National Association of Drug Court Professionals. Welcome. 

Tribal leaders from both tribes in the Northern Arapaho and the 
Eastern Shoshone and the Wind River Indian Reservation have re- 
marked favorably on her leadership, on her strength and on her ca- 
pabilities. Those character traits were put to the test when a recent 
terrible, tragic crime affected those very close to her and to the en- 
tire community. Our hearts and thoughts go out to you, to your 
family and to the community. Thank you for serving your commu- 
nity and for being here with us today. 

This month, we have examined many difficult topics. Today is no 
different. We will receive testimony regarding the true costs of al- 
cohol and drug abuse in Native communities. Over the past five 
years, this Committee has held five hearings related to alcohol and 
drug abuse. This past March on the Wind River Indian Reserva- 
tion, in my home State of Wyoming, this Committee held a field 
hearing on addressing the harmful effects of dangerous drugs. 
Nearly every single witness testified how the abuse of alcohol and 
drugs had serious and often tragic effects on Indian communities. 

Alcohol is noted to be a contributing factor in a significantly high 
number of crimes. It is also a contributing factor in too many 
deaths on the Wind River Reservation. According to the Indian 
Health Service, the average life span for Indians is 73 years. On 
the Wind River Reservation, the average age at death has for years 
hovered around 49 years of age. These premature deaths are due 
primarily to alcohol and alcohol-related injuries. 

( 1 ) 
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I am astonished that hoth the Substance Abuse and Mental 
Health Services Administration and the Indian Health Service are 
not doing more to change that death rate. I am also astonished 
that the Substance Abuse and Mental Health Services Administra- 
tion, the agency devoted entirely to substance abuse and mental 
health, failed to submit its testimony on time. This has been a bi- 
partisan concern for those of us on this Committee. The testimony 
that was submitted does little more than recite basic information 
included on the agency’s website. The testimony doesn’t even ex- 
plain what the agency is actually doing to address alcohol and drug 
abuse in Indian Country. Frankly, this reflects a troubling lack of 
seriousness and commitment to the important issues we are exam- 
ining here today and it is completely unacceptable. 

The many devastating impacts drugs and alcohol have had on In- 
dian communities warrant our heightened attention. As a physi- 
cian, I am especially troubled by the needless, preventable injuries 
and the deaths that often result from alcohol and drug abuse. 
These tragedies can take an immeasurable toll in individuals, fami- 
lies and communities. 

So as we focus on the issue before us today, while we must exam- 
ine the financial burdens associated with alcohol and substance 
abuse, it is important to remember that the full cost of abuse can- 
not be measured in dollars and cents. In 2011, the Justice Depart- 
ment estimated that the total cost of alcohol and drug abuse in the 
United States exceeded $600 billion a year. Again, this is only part 
of the picture. The other financial, societal, systemic and individual 
costs of substance abuse are high. 

The National Institute on Drug Abuse states that these costs in- 
clude unemployment, poor educational outcome, domestic violence, 
child abuse, motor vehicle accidents and death. Substance abuse is 
also associated with homicide, suicide and family breakdown. 

The impact of abuse is even worse in Indian Country, where one 
in ten deaths is alcohol-related. Compared to the general U.S. pop- 
ulation, Native Americans in Indian Country are also twice as like- 
ly to live in poverty and experience two and a half times the gen- 
eral rate of violent victimization. This group has a shorter life ex- 
pectancy and a higher infant mortality rate than the general popu- 
lation. 

Research by the National Institute of Drug Abuse suggests that 
addiction to and abuse of alcohol and drugs is preventable. The tes- 
timony from the Committee field hearing on addressing the harm- 
ful effects of dangerous drugs suggested that by preventing or re- 
ducing alcohol abuse, crime could be reduced as well. If that is the 
case, we must work together to find realistic solutions that will 
prevent and treat substance abuse in Indian communities. 

I am interested in hearing any solutions that target culturally 
competent prevention or treatment strategies for alcohol and drug 
abuse in Native communities. One thing is clear: there are not 
enough resources to address the high rates of abuse and addiction 
in Indian Country. These problems need to be mitigated, not inten- 
sified. 

As we will hear today. Native communities need to understand 
that if they go down the road of legalizing marijuana, it will come 
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at a great cost. The resulting health care costs alone would he 
crushing and have an impact on all of Indian Country. 

I want to welcome our witnesses, and I look forward to hearing 
from each of them. But before we hear from the panel, I want to 
ask the Vice Chairman, Senator Tester, if he has an opening state- 
ment. 


STATEMENT OF HON. JON TESTER, 

U.S. SENATOR FROM MONTANA 

Senator Tester. Thank you, Mr. Chairman, and thank you for 
holding this hearing today on the harmful impacts of drugs and al- 
cohol abuse have had and continue to have in Native communities. 

While we are focused on the true costs of drug and alcohol abuse, 
including the devastating economic impacts that these behaviors 
have in Native communities, I think it is vital that we look beyond 
the economics of this issue. I know that it is the human cost that 
most of Indian Country is focused on at this point in time. It is the 
babies that are born addicted to drugs or that are that are develop- 
mental impacted by alcohol, it is the children who are separated 
from their mothers and fathers because of the pull of drugs and al- 
cohol. It is the youth who begin experimenting with these sub- 
stances far too early in life and often lose themselves and sacrifice 
their future. 

There are real human costs that are devastating Indian Country. 
I think everyone on this Committee is well aware of the impacts 
that drug and alcohol abuse has wreaked in our Native commu- 
nities, especially on our Native youth. We sit here week in, week 
out, and hear about how our kids are dropping out of schools, living 
in unsafe housing and engaging in risky behaviors, largely because, 
quite frankly, they lack alternatives. Our youth and many others 
in Native communities are turning to drugs and alcohol to escape 
from the harsh realities of their life. Addiction becomes a new re- 
ality for many of these communities. 

Drug and alcohol abuse is a problem, there is no question about 
it. Yet these are issues that are entirely preventable. They are also 
issues that impact every Federal agency that plays a role in Indian 
Country. That is why I am glad to see our friends are here from 
the Indian Health Service and from SAMHSA to testify on what 
the Federal Government is doing to prevent substance abuse. 

I am also pleased that we will hear from folks in the field and 
on the ground who are working to prevent the loss of another gen- 
eration of our children to drugs and alcohol. We all know that it 
will take the work of those in our Native communities to truly 
break the cycle of addiction that continues to plague too many fam- 
ilies. 

But those on the ground cannot do it alone. They need the sup- 
port and resources to carry out the programs to combat these prob- 
lems. They must do a better job ensuring that the resources get to 
the ground in Indian Country. 

I look forward to hearing the testimony of the witnesses this 
afternoon. I want to thank you all for the work you do and I look 
forward to hearing some of the solutions to the crisis that is rob- 
bing Indian Country of current and future generations. 
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Finally, I would just like to say, all of you have great names. Bob 
McSwain, Mirtha Beadle, Melanie Benjamin, John Walters. But no- 
body has a name like Sunny Goggles. 

[Laughter.] 

Senator Tester. Thank you all for being here. 

Senator Franken. Actually, Melanie Benjamin means Sunny 
Goggles in Ojibwe. 

[Laughter.] 

The Chairman. Would any other members like to make an open- 
ing statement? Any opening comments? 

Senator Franken. May I follow up? 

The Chairman. You may follow yourself, yes, thank you. 

STATEMENT OF HON. AL FRANKEN, 

U.S. SENATOR FROM MINNESOTA 

Senator Franken. I would like to introduce Melanie, who again, 
in Ojibwe, her name means Sunny Goggles. 

[Laughter.] 

Senator Franken. Senator Barrasso, Vice Chairman Tester, 
thank you for holding today’s hearing on substance abuse in Indian 
Country, a tragic subject. I am proud to introduce Melanie Ben- 
jamin, who is Chief Executive of the Mille Lacs Band of Ojibwe, as 
a witness to this Committee. 

Right now, tribes in Minnesota face a public health crisis. 
Melanie knows the devastating impact that opiate abuse is having 
on the Mille Lacs Band and on other tribes and bands in Min- 
nesota. The impact on mothers and on children is especially sober- 
ing. Melanie is dedicated to addressing this crisis, and she has 
been working with other tribal leaders in our State to develop a re- 
sponse that incorporates both prevention and treatment. 

Last year, tribal leaders in Minnesota convened at the Bois Forte 
Reservation for a summit on the future of Indian children. This 
May, the Mille Lacs Band hosted a second summit where these 
leaders continued to discuss and work toward effective solutions. 
Tribes in Minnesota are working cooperatively to respond to this 
major public health problem. Our role in Congress is to make sure 
we are doing all we can to support their work. I look forward to 
hearing Melanie’s recommendations and learning what tribes need 
from the Federal Government from all our witnesses today, so we 
can fully address substance abuse. Melanie’s testimony is going to 
be mainly on opiate abuse, which has become rampant. 

Thank you, Mr. Chairman 

The Chairman. Thank you. Senator Franken. Anyone else have 
an opening statement they would like to make, any comments? 
Hearing none, we will now hear from our witnesses. The first is the 
Honorable Robert McSwain, who is the Principal Deputy Director 
of the Indian Health Service, Department of Health and Human 
Services. 

I want to thank all of you for being here. I want to remind the 
witnesses that your full written testimony will be made part of the 
official hearing today. So please try to keep your statements to 
under five minutes so that we may have time for questions. I look 
forward to hearing the testimony, beginning with Mr. McSwain. 
Please proceed. 
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STATEMENT OF HON. ROBERT G. McSWAIN, PRINCIPAL 

DEPUTY DIRECTOR, INDIAN HEALTH SERVICE, U.S. 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Mr. McSwain. Mr. Chairman, members of the Committee, good 
afternoon. As noted, I am the Principal Deputy for Indian Health 
Service. Today I appreciate the opportunity to testify on examining 
the true costs of alcohol and drug abuse in Native communities. 

As you know, the Indian Health Service plays a unique role in 
the Department of Health and Human Services to meet the Federal 
trust responsibility to provide health care to American Indians and 
Alaska Natives. Examining the true costs of alcohol, illicit and non- 
medical prescription drug use for Native communities is chal- 
lenging, although we know it is substantial. In the absence of stud- 
ies on the scope and cost of alcohol and drug abuse for Native com- 
munities, IHS depends largely on measures of prevalence, mor- 
bidity and mortality related to alcohol and drug abuse for Amer- 
ican Indians and Alaska Natives. 

In the fiscal year 2015 enacted budget for IHS, the alcohol and 
substance abuse program was slightly more than $190 million. 
Over 80 percent of that amount is contracted or compacted with 
tribes. The IHS program approach to addressing alcohol and sub- 
stance abuse disorders in Native communities is to treat, the im- 
portant feature is predominantly to treat alcohol and substance 
abuse disorders and treat individuals struggling with substance 
abuse disorders, train health care providers to treat substance use 
disorders in outpatient settings and intervene early before sub- 
stance use disorder develops and prevent alcohol and drug use be- 
fore it begins. 

Compared with other racial groups, American Indian and Alaska 
Natives tend to begin using alcohol and drugs at a younger age, 
use them more often and in higher quantities and experience more 
negative consequences from them. A 2009 to 2012 study focusing 
on American Indian youth reveals alarming substance use pat- 
terns, including patterns of drug use beginning earlier than is typ- 
ical for other Americans. For instance, 56.2 percent of American In- 
dian eighth graders and 61.4 percent of American Indian tenth 
graders had used marijuana, compared to 16.4 percent of eighth 
graders and 33.4 percent of tenth graders nationally. 

American Indian students annually, and we will hear more about 
that a little bit later, but annual heroin and OxyContin use is 
about two to three times higher than the national averages in 
those years. To help with the substance abuse for youth, the Indian 
Health Service has actually built ten youth regional treatment cen- 
ters across the Country and is preparing to build two in California, 
bringing us to a total of 12. They provide a wide range of clinical 
services to provide treatment services rooted in culturally relevant 
and holistic models of care, including group, individual and family 
psychotherapy, life skills development, medication management, 
after-care relapse prevention and post-follow-up. We can talk more 
about this as well. 

The important thing about the Indian Health Service is that we 
tend to serve small, rural populations with primary medical care. 
Then we rely on paying for care, or buying care, in the private sec- 
tor through our purchase referred care. In FY 2014, IHS spent over 
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$5.8 million on inpatient admissions related to alcohol and sub- 
stance abuse diagnoses. During the same period, over $12 million 
was expended for inpatient visits related to liver disease. 

Workforce development is an IHS resource available to Federal 
and tribal care systems as an essential part, it is by having to build 
a staff. In addition to that, where we can’t reach people, we have 
been implementing tele-behavioral health into the remote locations. 
We started this in 2008. 

IHS’ primary source of prevention funding through methamphet- 
amine is the MSPI program, which some of you asked about the 
last time. The program funds 130 programs across the Indian 
Health Service. We have just sent out another invitation for new 
applications this year. 

The Federal coordination, certainly the Tribal Law and Order 
Act signed into law by President Obama in July 2010 contains pro- 
visions that would actually have agencies work together. With the 
high rates and the academic failures as mentioned earlier by one 
of the members, the IHS is committed to partnering with the Com- 
mittee, tribes and other Federal agencies and key stakeholders on 
further examining and addressing the true costs of alcohol and 
drug abuse in Native communities. 

That ends my statement, Mr. Chairman. I am prepared to an- 
swer questions. 

[The prepared statement of Mr. McSwain follows:] 

Prepared Statement of Hon. Robert G. McSwain, Principal Deputy Director, 

Indian Health Service, U.S. Department of Health and Human Services 

Chairman and Members of the Committee: 

Good afternoon, I am Robert G. McSwain, Principal Deputy Director of the Indian 
Health Service. Today, I appreciate the opportunity to testify on “Examining the 
True Costs of Alcohol and Drug Abuse in Native Communities.” As you know, the 
Indian Health Service (IHS) plays a unique role in the Department of Health and 
Human Services to meet the Federal trust responsibility to provide health care to 
American Indians and Alaska Natives. The IHS provides high-quality, comprehen- 
sive primary care and public health services through a system of IHS, Tribal, and 
Urban Indian operated facilities and programs based on treaties, judicial determina- 
tions, and Acts of Congress. The IHS has the responsibility for the delivery of health 
services to an estimated 2.2 million American Indians and Alaska Natives who be- 
long to 566 Federally-recognized Tribes. The mission of the agency is to raise the 
physical, mental, social, and spiritual health of American Indians and Alaska Na- 
tives to the highest level. 

Two major pieces of legislation are at the core of the Federal Government’s re- 
sponsibility for meeting the health needs of American Indians and Alaska Natives: 
The Snyder Act of 1921, 26 U.S.C § 13, and the Indian Health Care Improvement 
Act (IHCIA), 25 U.S.C. § § 1601-1683. The Snyder Act authorized appropriations for 
“the relief of distress and conservation of health” of American Indians and Alaska 
Natives. The IHCIA was enacted “to implement the Federal responsibility for the 
care and education of the Indian people by improving the services and facilities of 
Federal Indian health programs and encouraging maximum participation of Indians 
in such programs.” Like the Snyder Act, the IHCIA provides the authority for the 
provision of programs, services, functions, and activities to address the health needs 
of American Indians and Alaska Natives. The IHCIA also includes authorities for 
the recruitment and retention of health professionals serving Indian communities, 
health services for people, and the construction, replacement, and repair of 
healthcare facilities. 

Introduction 

The economic costs of alcohol and drug misuse are enormous. The Centers for Dis- 
ease Control and Prevention estimated the costs of excessive alcohol consumption 
in 2006 to be $223.5 billion in lost productivity, healthcare, and criminal justice 
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costs. 1 According to the National Drug Intelligence Center, in 2007 alone, illicit 
drug use cost our Nation more than $193 billion in lost productivity, healthcare, and 
criminal justice costs. ^ However, examining the true costs of alcohol and illicit and 
nonmedical prescription drug use for Native communities is challenging, although 
we know it is substantial. In the absence of studies on the scope and costs of alcohol 
and drug misuse for Native communities, IHS depends largely on measures of prev- 
alence, morbidity, and mortality related to alcohol and drug misuse for American 
Indians and Alaska Natives (AI/AN). In 2007-2009, the AI/AN age-adjusted death 
rates for the following causes were considerably higher than those for the U. S. all 
races population in 2008: ^ 

• Alcohol related — 520 percent greater; 

• Chronic liver disease and cirrhosis — 368 percent greater; 

• Motor Vehicle Crashes — 207 percent greater; 

• Unintentional injuries — 141 percent greater; 

• Homicide — 86 percent greater; 

• Suicide — 60 percent greater; and 

• Firearm injury — 16 percent greater. 

While these data are staggering, IHS data have shown improvements in the age- 
adjusted alcohol-related death rate for AI/AN people in recent years with rates de- 
creasing from 77.5 per 100,000 people between 1979-1981 to 49.6 in 2007-2009 per 
100,000 population. However, the age-adjusted drug-related death rate for AI/AN re- 
siding in IHS service areas increased from 4.1 deaths per 100,000 in 1979-1981 to 
22.7 in 2007-2009. By comparison, the 2007-2009 age-adjusted drug-related death 
rate is 1.8 times greater than the U.S. all races rate for 2008. These data speak 
to the need for a public health strategy, informed by Tribes, to address alcohol and 
drug use. The human cost is too great to ignore this problem. 

IHS Alcohol and Substance Abuse Program 

As alcohol and substance abuse treatment and prevention have transitioned from 
IHS direct care services to local community control via Tribal contracting and com- 
pacting, IHS’ role has transitioned from primarily providing direct services to pro- 
viding funding, training, and technical assistance to enable communities to plan, de- 
velop, and implement culturally-informed programs. The Fiscal Year (FY) 2015 en- 
acted budget for the IHS Alcohol and Substance Abuse Program (ASAP) was slightly 
more than $190 million. Over 80 percent of the ASAP budget is contracted or com- 
pacted by Tribes. The IHS ASAP approach to addressing alcohol and substance use 
disorders in Native communities is to treat AI/AN individuals struggling with sub- 
stance use disorders; train healthcare providers to treat substance use disorders in 
outpatient settings and intervene early before substance use disorder develops; and 
prevent alcohol and drug use before it begins. 

Treat Individuals Struggling with Substance Use Disorders 

Compared with other racial/ethnic groups, AI/AN tend to begin using alcohol and 
drugs at a younger age, use them more often and in higher quantities, and experi- 
ence more negative consequences from them. A 2009-2012 study focusing on Amer- 
ican Indian youth reveals alarming substance use patterns, including patterns of 
drug use beginning much earlier than is typical for other Americans. For instance, 
56.2 percent of American Indian 8th graders and 61.4 percent of American Indian 
10th graders had used marijuana, compared to 16.4 percent of 8th graders and 33.4 
percent of 10th grade students nationally. ® American Indian students’ annual her- 
oin and OxyContin use was about two to three times higher than the national aver- 
ages in those years. ® 

To help youth with substance use disorder, IHS funds ten Youth Regional Treat- 
ment Centers (YRTCs). The YRTCs provide a range of clinical services to provide 


^Available at: http:/ (www.cdc.gov (features I alcoholconsumption I 

2 National Drug Intelligence Center. (2010). National threat assessment: the economic impact 
of illicit drug use on American society. Department of Justice. Washington, D.C. 

3 Indian Health Service. (2015). Trends in Indian Health 2014 Edition. Available at: https:/ ( 

www.ihs.gov ( dps ( includes ( themes ( newihstheme ( display objects/documents/ 

Trends2014Book508.pdf 

^Stanley, L., Harness, S., Swaim, R., & Beauvais, F. (2014). Rates of substance use of Amer- 
ican Indian students in 8th, 10th, and 12th grades living on or near reservations: update, 2009- 
2012. Public Health Report, Mar-Apr; 129(2): 156—63. 

^Ibid. 

® Stanley, L., Harness, S., Swaim, R., & Beauvais, F. (2014). Rates of substance use of Amer- 
ican Indian students in 8th, 10th, and 12th grades living on or near reservations: update, 2009- 
2012. Public Health Report, Mar-Apr; 129(2): 156—63. 
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treatment services rooted in culturally relevant, holistic models of care including 
group, individual, and family psychotherapy, life skills development, medication 
management, aftercare relapse prevention, and post-treatment follow up. YRTCs 
also provide education, culture-based prevention activities, and evidence- and prac- 
tice-based models of treatment to assist youth in overcoming their challenges and 
to become healthy, strong, and resilient community members. 

The IHS and Tribes primarily serve small, rural populations with primary med- 
ical care and community-health services, relying on the private sector for much of 
the secondary and most of the tertiary medical care needs through the Purchased/ 
Referred Care (PRC) program, including treatment for alcohol and substance use. 
In FY 2013, the total rate of alcohol-related discharge diagnoses for IHS and Tribal 
direct and contract hospital was 11.6 per 10,000 user population aged 15 years or 
older. This is 19 percent lower than the Calendar Year (CY) 2013 discharge diag- 
nosis rate of 14.1 for U.S. Short Stay hospitals. In FY 2014, IHS PRC spent over 
$5.8 million on inpatient admissions related to alcohol and substance use diagnoses. 
During the same time period, over $12 million was expended for inpatient visits re- 
lated to liver disease. It is important to note that the PRC dollars spent on inpatient 
admissions are likely an underrepresentation of the actual costs of treatment for al- 
cohol and substance use disorders as this number represents PRC expenditures 
from Federal programs only and not tribal programs that are not required to report 
their expenditures to IHS. 

Train Healthcare Providers to Identify Substance Use and Intervene Early 

Workforce development is an IHS resource available to Federal and tribal 
healthcare systems as an essential part of effectively addressing mental health and 
substance use disorder issues in AI/AN communities. Established in 2008, the IHS 
Tele-Behavioral Health Center of Excellence (TBHCE), in partnership with the Uni- 
versity of New Mexico Center for Rural and Community Behavioral Health, provides 
workforce training and tele-behavioral health services. The prevention and treat- 
ment of alcohol and substance use disorders is reinforced by connecting widely sepa- 
rated and often isolated programs of varying sizes together into a network of sup- 
port. Whereas small clinics would need to develop separate contracts for addiction 
services, the TBHCE is able to provide more cost-effective specialty care conven- 
iently located within the clinics where patients utilize services. IHS and Tribal pro- 
grams are increasingly adopting and using these technologies, with more than 8,000 
encounters provided via tele-behavioral health in FY 2014. Specific to addiction psy- 
chiatry, the TBHCE provided 868 hours of direct care via tele-behavioral health. In 
the same timeframe, the TBHCE hosted trainings on substance misuse and preven- 
tion related topics for the Indian health system as a means to increase competent 
health care providers to treat substance use disorder in outpatient settings and in- 
tervene early before a substance use disorder develops. Training topics included: 
opioid use disorder; essential training on proper pain management; using non-opioid 
pain medication for chronic non-cancer pain; and medication management for pain: 
opiate analgesics and safe prescribing. These trainings had more than 8,000 partici- 
pants. 

Screening, Brief Intervention, Referral to Treatment (SBIRT) is a comprehensive 
approach for early intervention and treatment for people with substance use dis- 
orders and those at risk of developing these disorders. IHS is broadly implementing 
SBIRT as an evidence-based practice designed to identify, reduce, and prevent prob- 
lematic use, substance use disorders, and dependence on alcohol. SBIRT is a pay- 
able service under state Medicaid plans, while Medicare pays for medically reason- 
able and necessary SBIRT services in the physician office setting and outpatient 
hospitals through the Medicare Physician Fee Schedule or the hospital Outpatient 
Prospective Payment System. Another activity IHS is developing/promoting is Medi- 
cation Assisted Treatment (MAT) for opioid use disorder, which uses Food and Drug 
Administration approved pharmacological treatments, in combination with psycho- 
social treatments. IHS will continue to provide the necessary MAT training through 
its TBHCE. 

Prevent Alcohol and Drug Use Before It Begins 

IHS’ primary source of prevention funding is through the Methamphetamine and 
Suicide Prevention Initiative (MSPI), established in 2009. The MSPI currently funds 
130 IHS, Tribal, and Urban Indian Health Programs (UIHPs) in a nationally coordi- 
nated six-year demonstration pilot project. The MSPI promotes the use and develop- 
ment of evidence-based and practice-based models that represent culturally-appro- 
priate prevention and treatment approaches to methamphetamine use and suicide 
prevention from a community-driven context. The MSPI primarily focuses on treat- 
ment for methamphetamine under provision of the appropriations language; how- 
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ever, during the evaluation of MSPI, data revealed a need for prevention strategies 
to reduce the use of marijuana, alcohol, prescription drugs, and other substances. 

From 2009 to 2014, the MSPI resulted in over 9,400 individuals entering treat- 
ment for methamphetamine use; more than 12,000 substance use and mental health 
encounters via telehealth; over 13,150 professionals and community members 
trained in suicide crisis response; and more than 528,000 encounters with youth 
provided as part of evidence-based and practice-based prevention activities. ^ The 
demonstration pilot project phase ends on August 31, 2015. On July 8, 2015, IHS 
announced the FY 2015 MSPI funding opportunity, which will be a $13.5 million 
five-year funding cycle to continue the planning, development, and implementation 
of the MSPI. In the new funding announcement, eligible applicants will be able to 
focus on alcohol and drug use and suicide prevention strategies for Native youth. 

The high prevalence of alcohol and other substance use rates in Native commu- 
nities, especially among AI/AN youth, alerts us to the urgency of implementing pre- 
vention programs to intervene at an earlier age. The FY 2016 President’s Budget 
includes key investments to support the Generation Indigenous Initiative, which 
takes a comprehensive, culturally appropriate approach across the Federal Govern- 
ment that will help ensure that Native youth can reach their full potential. The re- 
quest for the Tribal Behavioral Health Initiative for Native Youth is a total of $50 
million in additional funding for IHS and the Substance Abuse and Mental Health 
Services Administration (SAMHSA). Within IHS, the request includes $25 million 
to expand the successful MSPI to increase the number of child and adolescent be- 
havioral health professionals who will provide direct services and implement youth- 
based programming at IHS, tribal, and urban Indian health programs, school-based 
health centers, or youth-based programs. 

Federal Coordination to Address Indian Aleohol and Substanee Use 
Disorders 

The Tribal Law and Order Act (TLOA), signed into law by President Obama in 
July 2010, contains provisions expanding the number of Federal agencies that are 
required to coordinate efforts on alcohol and substance use issues in Indian Country. 
Agencies included in coordinated efforts are the IHS, Department of Justice (DOJ), 
and SAMHSA, along with the Department of Interior (DOI) Bureau of Indian Af- 
fairs (BIA) and Bureau of Indian Education (BIE). A key provision of TLOA directs 
SAMHSA to take the lead role in interagency coordination and collaboration on trib- 
al alcohol and substance use programs through the establishment of an Office of In- 
dian Alcohol and Substance Abuse. 

The permanent reauthorization of Indian Health Care Improvement Act (IHCIA) 
required the review and update of an existing memorandum of agreement (MOA) 
from 2009 between IHS and the DOI BIA and BIE on Indian Alcohol and Substance 
Abuse Prevention. This MOA serves as the formal mechanism to advance IHS’ part- 
nership with Federal agencies to assist Tribes in addressing behavioral health 
issues among Indians, specifically mental illness and dysfunctional and self-destruc- 
tive behavior, including substance misuse, child abuse, and family violence. 

Conclusion 

A wide variety of healthcare costs are associated with alcohol and substance use 
disorders, including hospital costs from injuries, illnesses, residential and outpatient 
treatment costs, pharmaceutical costs, nursing home and long-term facility costs, 
and the cost of treating Fetal Alcohol Syndrome, HIV/AIDS, and hepatitis B and C. 
Given the high rates of alcohol and substance use-related problems on reservations, 
such as academic failure, delinquency, violent criminal behavior, suicidality, and al- 
cohol-related mortality, the costs to Native communities will continue to be far too 
high, indicating that a comprehensive public health strategy aimed at primary pre- 
vention and early intervention of alcohol and drug use in Native communities is es- 
sential. This approach must be a coordinated response, guided by Tribes, that has 
impacts beyond the Indian health system, including research of root causes, poverty, 
unemployment, unstable housing, education, food insecurity, and community infra- 
structure. IHS is committed to partnering with the committee. Tribes, other Federal 
agencies, and key stakeholders on further examining and addressing the true costs 
of alcohol and drug use in Native communities. 

The Chairman. Thank you very much, Director McSwain. 


'^U.S. Department of Health and Human Services. Indian Health Service, Division of Behav- 
ioral Health, http: 1 1 www.ihs.gov I mspi I aboutmspi I 
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Next is Mirtha Beadle, who is the Director of the Office of Tribal 
Affairs and Policy, Substance Abuse and Mental Health Services 
Administration, Rockville, Maryland. Thank you, welcome and 
please proceed. " 

STATEMENT OF MIRTHA BEADLE, DIRECTOR, OFFICE OF 

TRIBAL AFFAIRS AND POLICY, SUBSTANCE ABUSE AND 

MENTAL HEALTH SERVICES ADMINISTRATION, U.S. 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Ms. Beadle. Thank you. Chairman Barrasso, Ranking Member 
Tester and members of the Senate Committee on Indian Affairs. 
Thank you for inviting me to testify at this very important hearing 
on substance use and substance use disorders in Native commu- 
nities. 

As the Chairman said, my name is Mirtha Beadle. I am the Di- 
rector of the Office of Tribal Affairs and Policy within the Sub- 
stance Abuse and Mental Health Services Administration. 

As you are aware, SAMHSA’s mission is to reduce the impact of 
substance abuse and mental illness on America’s communities. 
SAMHSA’s Office of Tribal Affairs and Policy, or OTAP, as we refer 
to it, serves as a primary point of contact for tribal governments, 
tribal organizations. Federal agencies and other entities as well. 
The Office of Indian Alcohol and Substance Abuse, or OIASA, is an 
organizational component of OTAP and is charged with improving 
Federal coordination amongst a number of agencies and carrying 
out specific requirements of the Tribal Law and Order Act. 

In November, 2014, SAMHSA held its very first cross-agency 
tribal grantee conference. The focus was on empowering Native 
youth. We were pleased to have Ranking Member Tester partici- 
pate in that important event. I have to tell you that more than 125 
youth participated in that conference. Their top concerns were alco- 
hol and substance use. Nearly 75 percent of American Indians and 
Alaska Native treatment admissions reported alcohol as a sub- 
stance of abuse compared to about 56 percent of non-American In- 
dian and Alaska Native admissions. 

Through CDC data, we also know that American Indians and 
Alaska Natives are more likely than other racial-ethnic groups in 
the U.S. to die from drug-induced deaths. 

SAMHSA provides and supports vital technical assistance to 
tribes to address substance use and substance use disorders. For 
example, the SAMHSA Tribal Training and Technical Assistance 
Center supports Native communities with infrastructure develop- 
ment, capacity building, program planning implementation and 
also training. We also have SAMHSA’s Fetal Alcohol Spectrum Dis- 
orders Center for Excellence, a Native initiative, which educates 
and trains policy makers and providers, caregivers and commu- 
nities, individuals and families, on preventing alcohol-exposed 
pregnancy and improve the lives of individuals affected by FASD. 

SAMHSA helps to support American Indians and Alaska Na- 
tives. It is a priority for the agency. In fiscal year 2014, Congress 
appropriated for the first time $5 million to begin the Tribal Be- 
havioral Health Grant program. Twenty grants were awarded in 
fiscal year 2014. We had grantees such as Turtle Mountain Band 
of Chippewa, Pueblo of Nambe, and they are working across tribal 
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suicide prevention, mental health, substance use prevention and 
substance use disorder treatment, to build positive behavioral 
health in their communities. 

The President’s fiscal year 2016 budget for the Tribal Behavioral 
Health Grant is $30 million. That will allow the agency to expand 
support to approximately 103 additional tribes. 

The House Appropriations Committee fully funds the Tribal Be- 
havioral Health Program for fiscal year 2016 at the requested level 
of $30 million. However, the Senate Appropriations Committee 
level-funds the Tribal Behavioral Health Grant Program for 2016 
at just under $5 million. 

The Strategic Prevention Framework-State Incentive Grant pro- 
gram supports the development of comprehensive plans for preven- 
tion and infrastructure development, system development and is 
providing funds to a number of important tribal communities, in- 
cluding the Confederated Salish and Kootenai Tribes, the Leech 
Lake Band of Ojibwe, Nooksack Indian Tribal Council, Northern 
Arapahoe Tribe, Oklahoma City Inter-Tribal Health Board and sev- 
eral other grantees as well. 

The Substance Abuse and Mental Health Services Administra- 
tion also has a grant program called the Strategic Prevention 
Framework that has been very vital for tribal communities. That 
program funds a number of tribes as well, such as Cook Inlet 
Council, the Montana-Wyoming Tribal Leaders Council and Cher- 
okee Nation. 

I have to say that SAMHSA also is involved in a number of im- 
portant treatment drug court programs. The intent here is to break 
the cycle of criminal behavior, alcohol and substance use and incar- 
ceration, including among Native American populations. In fiscal 
year 2014, the Juvenile Treatment Drug Courts Program and also 
through the adult Tribal Healing to Wellness Program, we funded 
a number of tribes including the Lac Du Flambeau Band of Chip- 
pewa, Mescalaro Tribe and also Lower Brule Sioux Tribal Council. 

We thank you for the opportunity to discuss SAMHSA’s efforts 
to address the issue of substance use and we are happy to take any 
questions that you may have. Thank you for the time. 

[The prepared statement of Ms. Beadle follows:] 

Prepared Statement of Mirtha Beadle, Director, Office of Tribal Affairs 

AND Policy, Substance Abuse and Mental Health Services Administration, 

U.S. Department of Health and Human Services 

Chairman Barrasso, Ranking Member Tester, and members of the Senate Com- 
mittee on Indian Affairs, thank you for inviting me to testify at this important hear- 
ing on substance use and substance use disorders in Native Communities. My name 
is Mirtha Beadle, and I am the Director of the Office of Tribal Affairs and Policy 
within the Substance Abuse and Mental Health Services Administration (SAMHSA), 
an agency of the Department of Health and Human Services (HHS). 

We all know that substance use and substance use disorders are some of the most 
severe public health and safety problems facing American Indian and Alaska Native 
(APAN) individuals, families, and communities and more must be done to diminish 
the devastating social, economic, physical, and mental consequences. 

SAMHSA’s work with AI/AN populations is rooted in the belief that tribes know 
best how to solve their own problems through prevention, treatment, and recovery 
activities and engaging with and strengthening community partnerships. In addi- 
tion, SAMHSA’s work with tribal communities supports behavioral health and 
wellness through culturally-tailored programs and initiatives that value tribal be- 
liefs. SAMHSA also offers help in real time to tribes and grantees as they work to 
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advance substance use prevention, mental health promotion, and behavioral health 
treatment programs. 

In November 2014, SAMHSA held its first cross-agency tribal grantee conference. 
The focus of the conference was on empowering Native youth through leadership 
and behavioral health workshops and to engage them in a dialogue about behavioral 
health. SAMHSA was pleased that Ranking Member Tester was able to speak at 
this important event at which more than 125 youth participated and shared chal- 
lenges and opportunities for improving the behavioral health of their peers and com- 
munities. At the top of their list were concerns around alcohol and substance use 
and a range of social and economic problems, including unemployment, poor edu- 
cational outcomes, poor housing, and insufficient access to behavioral health serv- 
ices. SAMHSA will continue efforts to support positive development of tribal youth 
through additional training opportunities. 

SAMHSA 

As you are aware, SAMHSA’s mission is to reduce the impact of substance use 
and mental illness on America’s communities. SAMHSA envisions a nation that acts 
on the knowledge that: 

• Behavioral health is essential for health; 

• Prevention works; 

• Treatment is effective; and 

• People recover from mental and substance use disorders. 

In order to achieve this mission, SAMHSA has identified six Strategic Initiatives 
to focus the Agency’s work on improving lives and capitalizing on emerging opportu- 
nities. SAMHSA’s Strategic Initiatives are: Prevention of Substance Abuse and Men- 
tal Illness; Health Care and Health Systems Integration; Trauma and Justice; Re- 
covery Support; Health Information Technology; and Workforce Development. 

Office of Tribal Affairs and Policy ( OTAP) 

SAMHSA’s OTAP serves as SAMHSA’s primary point of contact for tribal govern- 
ments, tribal organizations. Federal departments and agencies, and other govern- 
ments and agencies on behavioral health issues facing AI/AN populations in the 
United States. OTAP supports SAMHSA’s efforts to advance the development and 
implementation of data-driven policies and innovative practices that promote im- 
proved behavioral health for AI/AN communities and populations. The creation of 
OTAP brought together SAMHSA’s tribal affairs, tribal policy, tribal consultation, 
tribal advisory, and Tribal Law and Order Act (TLOA) responsibilities to improve 
agency coordination and achieve meaningful progress. OTAP carries out its work in 
partnership with tribal nations and in collaboration with SAMHSA centers and of- 
fices, and other Federal agencies. 

The Office of Indian Alcohol and Substance Abuse (OIASA) is an organizational 
component of OTAP. OIASA is required under TLOA to coordinate federal partners 
to provide tribes with technical assistance and identify resources to develop and en- 
hance alcohol and substance use prevention and treatment programs. 

Prevalence of Behavioral Health Conditions and Treatment 

Alcohol and substance use, as well as mental health issues and suicide, continue 
to be among the most severe health and social problems Al/ANs face. According to 
SAMHSA’s 2013 National Survey on Drug Use and Health (NSDUH), the statistics 
related to behavioral health conditions and treatment needs among the AI/AN popu- 
lations are very troubling. 

Substance Misuse and Abuse 

• Though lower than in 2012, the rate of substance dependence or abuse among 
people aged 12 and up was still higher among the AI/AN population (14.9 per- 
cent) than among other racial/ethnic groups. ^ 

• According to data from the 2011 Behavioral Risk Factor Surveillance System 
(BRFSS), AI/AN individuals have the second highest rate of binge alcohol use 
(18.2 percent) compared to white, non-Hispanic (21.2 percent), AI/ANs report 
the highest intensity of drinks per binge (8.4 drinks per binge episode) and the 


1 Results from the 2013 National Survey on Drug Use and Health: Summary of National Find- 
ings http: / / www.samhsa.gov / data I sites ! default I files I NSDUHresultsPDFWHTML2013 1 Web / 
NSDUHresults2013.pdf 
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highest frequency of binge drinking episodes (4.5 during the past 30 days) com- 
pared with other racial/ethnic groups. ^ 

• The rate of tobacco use among the AI/AN population (40.1 percent) is higher 
than all other racial/ethnic groups. ^ 

• American Indians and Alaska Natives are also more likely than other racial/ 
ethnic groups in the United States to die from drug-induced deaths (17.1 per 
100,000 people), according to 2010 National Vital Statistics System data re- 
ported in a 2013 Centers for Disease Control and Prevention (CDC) report on 
U.S. health disparities and inequities. ^ 

Substance Abuse Treatment^ 

• 76.6 percent (33,401) of APAN treatment admissions reported alcohol as a sub- 
stance of abuse. By comparison, 56.2 percent of non-AI/AN admissions reported 
alcohol as a substance of abuse. 

• Among admissions aged 15 to 24, 68.5 percent (6,885) of AI/AN admissions re- 
ported alcohol as a substance of abuse. In the same age group, 45.2 percent of 
non-AI/AN admissions reported alcohol as a substance of abuse. 

Improving Practice 

SAMHSA, as the Federal agency that leads public health efforts to advance the 
behavioral health of the nation, has several roles. I just spoke about the ways in 
which SAMHSA provides leadership and voice and supports the behavioral health 
field with critical data from national surveys and surveillance. SAMHSA also has 
a vital role in collecting best practices and developing expertise around prevention 
and treatment for people with mental illness and substance use disorders. 
SAMHSA’s staff includes subject matter experts that provide technical assistance 
and training to individuals, organizations, states, tribes, and others every day. 

The SAMHSA Tribal Training and Technical Assistance (TTA) Center uses a cul- 
turally relevant, evidence-based, holistic approach to support Native communities in 
their self-determination efforts through infrastructure development and capacity 
building, as well as program planning and implementation. It provides training and 
technical assistance on mental and/or substance use disorders, suicide prevention, 
and mental health promotion. It also offers training and technical assistance, rang- 
ing from broad to focused, to federally recognized tribes, SAMHSA tribal grantees, 
and tribal organizations serving Indian country. 

SAMHSA funds the National American Indian and Alaska Native Addiction Tech- 
nology Transfer Center (ATTC), one of four National Focus Area ATTCs. The pri- 
mary goal of the Center is to serve as a subject matter center of excellence in tech- 
nology transfer for the AI/AN behavioral health workforce. The Center and the 
ATTC Network as a whole are charged with providing training and technical assist- 
ance to the behavioral health workforce. Building on the Network’s experience and 
evolution over the last 20 years, the Center is working with AI/AN behavioral 
health providers, peoples, organizations and communities to help develop and de- 
liver effective culturally-relevant professional development and behavioral health 
s©rvic©s 

The National Native Children’s Trauma Center (NNCTC) is funded by SAMHSA 
under the National Child Traumatic Stress Initiative to provide national expertise 
on childhood trauma among AI/ANs. NNCTC works in collaboration with Indian 
Health Service (IHS) providers, tribal leadership, and other representatives in tribal 
communities to utilize evidence-based, culturally-appropriate, trauma-informed 
interventions for AI/AN children, youth, and military families who experience dis- 
proportionate childhood trauma, violence, grief, poverty, historical and 
intergenerational trauma. The Center serves as a national resource for consultation 
for AI/AN youth programming with a particular focus on working with school com- 
munities across the United States. 


2 Centers for Disease Control and Prevention. CDC Health Disparities and Inequalities Re- 
port — United States, 2013. MMWR 2013;62(Suppl 3):[77-80] http:jlwww.cdc.gov/mmivrjpre- 
view j mmwrhtml I su6203al3.htm 

3 Results from the 2013 National Survey on Drug Use and Health: Summary of National Find- 
ings {http:j j WWW. samhsa.gov j data j sites j default j files j NSDUHresultsPDFWHTML2013 j Web j 
NSDUHresults2013.pdf) 

^CDC Morbidity and Mortality Weekly Report (MMWR) httpij j www.cdc.gov j mmwr j preview j 

mmwrhtml j su6203a27.htm?s cid=su6203a27 w#x2014;%20United%20States,%201999— 2010</ 

a>) 

^Substance Abuse and Mental Health Services Administration, Treatment Episode Data Set 
(2012 data). 
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SAMHSA’s Center for the Application of Prevention Technologies (CAPT) Training 
and Technical Assistance Services is a national substance abuse prevention training 
and technical assistance system dedicated to strengthening prevention systems and 
the nation’s behavioral health workforce. Nationwide, SAMHSA’s CAPT provides 
state-of-the-science training and technical assistance to tribes supported under 
SAMHSA’s Strategic Prevention Framework and its Substance Abuse Prevention 
and Treatment Block Grant programs, as well as to tribal epidemiological 
workgroups and innovative local programs participating in SAMHSA’s Service to 
Science Initiative. Tribal governments are not required to waive sovereign immunity 
as a condition of receiving SAMHSA block grant funds or services. 

SAMHSA’s Fetal Alcohol Spectrum Disorders (FASD) Center for Excellence (CFE) 
Native Initiative promotes prevention of FASD in Indian country. Native Americans 
have some of the highest rates of alcohol-related birth defects in the nation. The 
FASD CFE works across multiple disciplines to educate and train policymakers and 
providers, caregivers and communities, and individuals and families on how to help 
prevent alcohol-exposed pregnancy and improve the lives of individuals affected by 
EASD. 

Public Awareness and Support 

As part of SAMHSA’s highly successful “Talk. They Hear You.” underage drinking 
prevention campaign, a promotion video was recorded with Rod Robinson, the 
former Director of SAMHSA’s Office of Indian Alcohol and Substance Abuse. In the 
video, Mr. Robinson discusses materials developed to help prevent and reduce un- 
derage drinking in American Indian communities, and he responds to questions 
such as why underage drinking is an important concern for American Indian popu- 
lations. He also communicates ways in which the “Talk. They Hear You.” materials 
will help parents and adult caregivers address underage drinking within tribal com- 
munities. The video is available on SAMHSA’s You Tube channel. 

Strategic Grant Making 

Tribal Behavioral Health Grants 

SAMHSA has made helping American Indians and Alaska Natives a priority. For 
several years, the President’s Budget for SAMHSA had requested funding for a new 
program specifically focused on tribal communities to address the high incidence of 
substance use and suicide in ARAN youth and young adult populations. In Fiscal 
Year (FY) 2014, Congress appropriated for the first time $5 million to begin such 
a program, Tribal Behavioral Health Grants (TBHG). In FY 2014, SAMHSA award- 
ed 20 Tribal Behavioral Health grants to tribes or tribal organizations with high 
rates of suicide to develop and implement a plan that addresses suicide and sub- 
stance use (including alcohol) and is designed to promote mental health among trib- 
al youth. Grantees such as the Selawik Village Council in Alaska, the Turtle Moun- 
tain Band of Chippewa Tribe in North Dakota, and the Pueblo of Nambe in New 
Mexico, indicated in their applications how they will incorporate evidence-based, cul- 
ture-based, and practice-based strategies for tribal youth. Grantees are required to 
work across tribal suicide prevention, mental health, substance use prevention, and 
substance use disorder treatment programs to build positive behavioral health 
among youth Grantees will create or enhance effective systems of follow up for those 
identified at risk of suicide and/or substance use or mental health issues that could 
lead to suicide. With a focus on tribal traditions, interagency collaboration, early 
identification, community healing, and preventing future deaths by suicide, grantees 
connect appropriate cultural practices, intervention services, care, and information 
with families, friends, schools, educational institutions, correctional systems, sub- 
stance use programs, mental health programs, foster care systems, and other sup- 
port organizations for tribal youth. Attention to the families and friends of tribal 
community members who recently died by suicide is encouraged as well. In addition, 
technical assistance is provided to grantees through SAMHSA’s Tribal Technical As- 
sistance Center to support their ability to achieve their goals. 

The President’s FY 2016 Budget for the TBHG program is $30 million, including 
$15 million in the Mental Health appropriation and $15 million in the Substance 
Abuse Prevention appropriation. This request represents an increase over the FY 
2015 Enacted Level of $10 million in the Mental Health appropriation and $15 mil- 
lion for a newly established line in the Substance Abuse Prevention appropriation. 
This funding expands work supporting Generation Indigenous, an initiative focused 
on removing possible barriers to success for Native youth. This initiative will take 
a comprehensive, culturally appropriate approach to help improve the lives and op- 
portunities for Native youth. In addition to HHS, multiple agencies including the 
Departments of Interior, Education, Housing and Urban Development, Agriculture, 
Labor, and Justice, are working collaboratively with tribes to address issues facing 
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Native youth. The FY 2016 Budget would allow SAMHSA to expand activities that 
are critical to preventing substance use and promoting mental health and resiliency 
among youth in tribal communities. The additional funding would expand these ac- 
tivities to approximately 103 additional tribes and tribal entities. With the expan- 
sion of the TBHG program, SAMHSA aims to reduce substance use and the inci- 
dence of suicide attempts among tribal youth and to address behavioral health con- 
ditions which impact learning in Bureau of Indian Education-funded schools. The 
TBHG program will support mental health promotion and substance use prevention 
activities for high-risk tribal youth and their families, enhance early detection of 
mental and substance use disorders among tribal youth, and increase referral to 
treatment. 

The House Appropriations Committee (House Report 114-195) fully funds the 
THBG program for FY 2016 at the requested level of $30 million. However, the Sen- 
ate Appropriations Committee (Senate Report 114-74) level funds the TBHG pro- 
gram for FY 2016 at just under $5 million. 

Strategic Prevention Framework-State Incentive Grant (SPF-SIG) Program 

The Strategic Prevention Framework-State Incentive Grant (SPF-SIG) program 
supports activities to help states and tribes build a solid foundation for delivering 
and sustaining effective substance use prevention services and reducing the con- 
sequences of substance use. Following the SPF five-step process, SPF-SIG grantees 
develop comprehensive plans for prevention infrastructure and systems at the state 
and tribal levels. Ultimately, SPF-SIG States/Tribes assist and support selected 
sub-recipient communities to implement effective programs, policies, and practices 
to reduce substance use and its related consequences. The SPF-SKj program pro- 
vides the foundation for success of the SPF — Partnerships for Success (PFS) Grant 
Program. Grantees include: Confederated Salish & Kootenai Tribes (Montana); First 
Nation Community Healthsource (New Mexico); Leech Lake Band of Ojibwe (Min- 
nesota); Nooksack Indian Tribal Council (Washington); Northern Arapahoe Tribe 
(Wyoming); Oklahoma City Area Inter-Tribal Health Board; Tanana Chiefs Con- 
ference, Inc. (Alaska); and Oglala Sioux Tribe and Lower Brule Sioux Tribe (South 
Dakota). 

Strategic Prevention Framework — Partnerships for Success State and Tribal 
Initiative (SPF-PFS) 

The Strategic Prevention Framework — Partnerships for Success State and Tribal 
Initiative (SPF-PFS) grant program was initiated in FY 2009 and one of its tar- 
geted goals is to help young American Indians and Alaska Natives with reducing 
substance use-related problems; preventing the onset and reducing the progression 
of substance use disorders; strengthening prevention capacity and infrastructure at 
the state and community levels in support of prevention; and leveraging, re- 
directing, and realigning statewide funding streams for substance use prevention. 
Since FY 2012, the SPF-PFS program has concentrated on addressing two of the 
nation’s top substance use prevention priorities: (1) underage drinking among per- 
sons aged 12 to 20; and (2) nonmedical prescription drug use among persons aged 
12 to 25. In 2014, SAMHSA funded all five tribal applicants for the SPF-PFS pro- 
gram. The grantees include: Cook Inlet Tribal Council in Alaska; the Montana Wyo- 
ming Tribal Leaders Council; and the Cherokee Nation in Oklahoma. 

Criminal Justice and Juvenile Justice 

SAMHSA is committed to enhancing substance use treatment services in existing 
adult tribal healing-to-wellness courts and in all juvenile treatment drug courts. 
SAMHSA’s Treatment Drug Courts grant program aims to break the cycle of crimi- 
nal behavior, alcohol and/or substance use, and incarceration, including among Na- 
tive Americans. The purpose of this program is to expand and/or enhance substance 
use treatment services in existing adult Tribal Healing to Wellness Courts and in 
any Juvenile Treatment Drug Courts, which use the treatment drug court model in 
order to provide alcohol and substance use disorder treatment (including recovery 
support services, screening, assessment, case management, and program coordina- 
tion) to justice-involved individuals. With respect to the Juvenile Treatment Drug 
Courts program, in FY 2014, SAMHSA awarded a three-year grant to the Omaha 
Tribe of Nebraska. In addition, SAMHSA funded all three tribal applicants for the 
adult Tribal Healing to Wellness Courts in FY 2014. The grantees include: Lac Du 
Flambeau Band of Chippewa Indians (Wisconsin); Mescalero Apache Tribal Council 
(New Mexico); and Lower Brule Sioux Tribal Council (South Dakota). 

Nonmedical Prescription Drug Use and Opioid Use Disorder Treatment 

Nonmedical use of prescription medications takes a devastating toll on public 
health and safety. In 2013, NSDUH data showed that approximately 6.5 million 
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Americans aged 12 or older reported current non-medical use of prescription drugs. 
In 2013, among persons aged 12 or older, the rate of current illicit drug use was 
12.3 percent among American Indians and Alaska Natives. ® In response to this pub- 
lic health crisis, IHS established the Prescription Drug Abuse (PDA) workgroup and 
developed a multi-disciplinary task force to address six key focus areas: patient care, 
policy development/implementation, education, monitoring, medication storage/dis- 
posal, and law enforcement. SAMHSA and other Federal agencies have been active 
members of the IHS PDA workgroup in an effort to improve national coordination 
and collaboration. SAMHSA has national and regional resources that include: strat- 
egies for reducing nonmedical use of prescription drugs; prescriber and patient edu- 
cation; publications; prevention and early intervention; technical assistance; and 
prescription drug monitoring programs. The workgroup developed a PDA Resource 
Guide to support technical assistance, training and education for providers and com- 
munities. 

SAMHSA is also leading a number of activities in support of the HHS Secretary’s 
Opioid Initiative that focuses on three specific areas: opioid prescribing practices to 
reduce opioid use disorders; naloxone development, access, and distribution; and, 
medication-assisted treatment to reduce opioid use disorders and overdose. 
SAMHSA will be working with IHS to improve training in the use of medication- 
assisted treatment, the standard of care for opioid use disorders, by providers in AI/ 
AN communities. 

Supporting Successful Recovery 

SAMHSA has also funded a number of programs that focus on recovery support 
in AI/AN communities. The Inter-Tribal Council of Michigan’s “Anishnaabek Heal- 
ing Circle, ATR Network” was funded to improve access to a full array of treatment 
and recovery supports through network of culturally competent providers. The grant 
focused on tribal youth aged 12 and older who were enrolled members of the feder- 
ally recognized tribes in Michigan. 

Conclusion 

Thank you again for this opportunity to discuss SAMHSA’s role in addressing the 
issue of substance use that is exacting significant health and economic tolls in Na- 
tive communities. The issue is a major priority for SAMHSA, and recent activities 
such as the establishment of our OTAP underscore our dedication. 

The Chairman. Thank you very much for your testimony. Now, 
Melanie Benjamin. 

STATEMENT OF HON. MELANIE BENJAMIN, CHIEF EXECUTIVE, 
MILLE LACS BAND OF OJIBWE 

Ms. Benjamin. Thank you, Mr. Chairman, Senator Franken and 
members of this Committee. 

Like most tribes, our fight against alcohol addiction has been on- 
going for more than a century as a byproduct of colonization. In the 
1980s, crack and meth invaded our communities. My focus today 
is on a terrible family of drugs now hitting our Minnesota tribal 
communities, claiming our youngest and most precious as victims, 
our babies, our future. 

Minnesota now leads the Nation in babies being born addicted to 
opiates. It is with profound sadness and concern that I report that 
my community is among the hardest hit. Babies born addicted to 
opiates are now the single greatest threat to the future of my band. 

The opiate explosion in Minnesota is so new that there is a great 
deal of information we do not know yet. Here is what we do know. 
Prescription opiates, including Vicodin, OxyContin, Percoset, mor- 
phine and codeine are each a pathway to heroin use. Nearly, 100 
percent of heroin addicts repot their addiction began with an opiate 


® Results from the 2013 National Survey on Drug Use and Health: Summary of National Find- 
ings http: / / www.samhsa.gov / data /sites / default /files / NSDUHresultsPDFWHTML2013 / Web / 
NSDUHresults2013.pdf 
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prescription. More than 28 percent of the babies born addicted to 
opiates in Minnesota are Native Americans, even though we are 
only about 2 percent of the population. 

Seventy-eight percent of opiate-addicted Indian babies are born 
in rural Minnesota. So this is more of a reservation problem. In- 
dian women are 8.7 times more likely than non-Indians to be diag- 
nosed with opiate dependency or abuse during pregnancy. Fifty- 
seven percent of these women have a legal opiate prescription for 
pain given to them by a doctor, even throughout pregnancy, 57 per- 
cent, Mr. Chairman. 

The Mille Lacs Band is conducting a study that appears to show 
that our band members may be rapid metabolizers of many addict- 
ive drugs. This means that those who are addicted need more of 
the drug more frequently in order to maintain that effect, which 
means higher addiction rates. Babies born addicted to opiates go 
through horrifying withdrawal, struggling with pain, seizures, 
rapid breathing, sweating, trembling, vomiting, diarrhea, slow 
weight gain. They are at a high risk of premature birth and sudden 
infant death syndrome. 

The financial costs are high. Last year 262 Indian babies were 
born with opiate addiction in Minnesota and cost about $8 million 
in medical care during withdrawal. That is about $30,000 per baby, 
and this is in the first year. But the social and financial costs con- 
tinue to mount after their hospital stay. Most of these babies must 
be placed in foster care until the mother is able to care for them. 
But when the baby is removed, all the other children in the home 
are also usually removed as well. 

Mr. Chairman, we simply do not have enough Native foster fami- 
lies to take in this high number of children, nor do we have enough 
resources. Their medical issues are complex and may include high 
rates of cerebral palsy and other serious complications, the same 
as with victims of fetal alcohol syndrome. FAS spending can aver- 
age $2 million over the lifetime of a child. 

My written statement goes into more detail about associated 
costs. But I want to close with providing you with some suggestions 
of what Congress can do. We need research to study this crisis. We 
must know more about the long-term impacts of newborn opiate 
addiction. We need funding for a culturally-based treatment center 
for pregnant Native women in Minnesota. Currently the only pro- 
gram like this in Minnesota has just 21 beds. At Mille Lacs alone, 
we had 21 babies born addicted to opiates in 2014. 

We need support to mount a massive public education campaign 
to highlight the risks of opiates. And we need the Federal and 
State governments to crack down on physicians who are pre- 
scribing these dangerous drugs without good reason. In the late 
1800s, a genocide nearly occurred after Indian people were given 
blankets infested with smallpox. Dr. Barrasso, for Indian Country, 
opiates are a 21st century version of smallpox blankets. 

There is no reason for a teenager with depression to be pre- 
scribed Vicodin, but it happens every day. We need the medical 
community and the pharmaceutical companies to step up and po- 
lice themselves. If they will not, then we ask you to help us police 
them. As tribal leaders we cannot do this by ourselves. 

Thank you, Mr. Chairman. 
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[The prepared statement of Ms. Benjamin follows:] 

Prepared Statement of Hon. Melanie Benjamin, Chief Executive, Mille Lacs 

Band of Ojibwe 

Mr. Chairman and Members of the Committee, as Chief Executive of the MilleLacs 
Band of Ojibwe, I thank you for allowing me to testi^’ today aboutthe true cost ofaddictfon 
in our community. The Mille Lacs Band of Ojibwe is located in east-central Minnesota, with 
4,462 enrolled tribal members. 

Like most tribes, our fight against alcohol addiction tias been on-going for more than 
a century, as a by-product of colonization. In the 1960s, marijuana came Into our 
cominunities. In the 199 D's, crack and meth entered Into the fray. 

But 3 am here today to focus my remarks on a family of drugs that has just recently 
hit our tribal communities in Minnesota, and is claiming as its victims our youngest and most 
vulnerable hand members; Our babies. 

Minnesota now leads the Nation in babies being born addicted to opiates. It is v.Fith 
profound sadness and concern that I report that my community, the Mille Lacs Band of 
Ojibwe, is among the hardest hit in Minnesota, in my January 2015 State ofthe Band Address, 

I had thedifficult task of informing our tribal members that babies born addicted to opiates 
is now the single greatest threat to the future ofthe Mille Lacs Band of Ojibwe. 

The State of Minnesota Health Commissioner Lucinda Jesson reports that in 
Minnesota, treatment admissions for heroin addiction have doubled over the last five years, 
and this epidemic disproportionately impacts Native Americans in Minnesota, Minnesota 
ranks first among all states in deaths due to drug poisoning among American Indians 
of all ages.! 

The focus of this hearing is the cost of addiction. The opiate crisis has exploded in 
Minnesota, Mr. Chairman, and is so new that there is a great deal of information we do not 
yet know. 1 want to clarify that when 1 refer to “opiates", 1 am referring to the prescription 
drugs Vicodin, Oxycontin, Percoset, Morphine and codeine. Each of these is a pathway to the 
street drug herein, also an opiate. 

1 will begin by sharing what little we do know; 

- Nearly 100% of heroin addicts report that their addiction began with a legal 
prescription from a doctor for one of these drugs, 

- Of babies born addicted to opiates in Minnesota, more than 28% are Native 
American babies, even though we only comprise about 2% ofthe state population. 

• Of these opiate-addicted Indian babies, 78% are born in rural Minnesota, which 
means this is largely an out-state, reservation problem. 

- American Indian women are 8.7 times more likely than non-Indians to be 
diagnosed with opiate dependency or abuse during pregnancy tlian non-Indians. 

- 57% of these wtmten have a legal opiate prescription given to them by a 
physician for pain, even throughout pregnancy I “ 

The Mille Lacs Band has commissioned a study with a national laboratory examining 
howour tribal members metabolize various substances. The first phase ofthls research has 
been completed, and preliminary results appear to show that the majority of Mills Lacs Band 
Members sampled are very rapid metaboiizers of many addictive drugs. What this means is 
chat when these drugs are prescribed for pain management, they may hit the system of a 
rapid metabolizer must more quiddy, causing more intense and Immediate physical 
sensations, but these drugs also run through the body much more quickly. This rapid 
metabolizing can result in tiie pain returning much sooner than it would for someone who is 
not a rapid metaboiizer, thereby causing a person to need more of the drug more often In 
order to control the pain. This, Mr. Cliairman, is how the seeds are planted for opiate 
addiction. 
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Methadone clinics, which are intended to treat opiate addiction, iiave also had a 
devastating impact on Native Americans in northern Minnesota, For several years, 
Minnesotn tribal officials expressed alarm over practices of the Lake Superior Treatment 
Center, the only methadone clinic operating in northeastern Minnesota. This clinic was welt 
known among opiate users to disperse methadone very liberally and with little patient 
oversight or folio w-upcare,largelyd riven by profits.Muchofthemethadonedispersed from 
tills clinic was eventiiallysold illegally in tribal communities. 

Finally, in response to alarms raised by tribal officials after methadone- related deaths 
of 11 American Indian patients and others, the Minnesota Department of Human Services 
launched an investigation and revoked the clinic's license in September 2012 after finding 
50 violations during an inspection that summer. An additional Z2 violations were found in 
2014; yet this clinic continued to operate while appealing the decision, it is finally scheduled 
to close this summer. 

While the National Institute of Health and the Centers for Disease Control both 
describe methadone as the most effective treatment for opiate addiction, wn doubt that 
studies on drug efficacy included Native Americans and certainly did not include Miile Lacs 
Band Members. Again, our preliminary evidence from our own laboratory study indicates 
thatmethadone is s also metabolizedvery rapidly by Miile Lacs Band Members, making 
ita drug with heightened risk for addiction for our community. 

This Committee Is partculaily interested in costs, and we do know some of thoshort- 
term costs. When babies are born addicted to opiates and go through withdrawal, this is 
called “Neo-Natal Abstinence Syndrome", or "NAS", What these NAS babies go through is 
horriftring, including pain, seizures, rapid breathing, sweating, trembling, vomiting, diarrhea, 
slow weight gain and they are at high risk of pre-mature birth and sudden Infant death 
syndrome. 

On average, the medical cost of caring for one newborn going through withdrawal 
averaged $30,000 in 2013 for an average stay of IS days In neonatal intensive care. Last 
year, there were approximately 260 Native American NAS babies bom In Minnesota, costing 
approximately $7.8 million dollars in medical care immediately after birth, 77.6% of which 
was attributed to state Medicaid programs. 

But the costs don't stop there when withdrawal is finally over. Must often, these 
babies must be placed in foster care until the mother is able to care for her child. But when 
the baby is removed, all the other children in the home are removed as well. 

Mr. Chairman, every reservation in Minnesota is facing a crisis of out-of-home 
placement of Native children. We simply do not have enough Native foster families on or off 
reservation to talce In these high numbers of children, nor do we have enough resources. It 
Is hard for our staff to not wonder, "iWiat^ood is Che Indian Child Welfare Act when we have 
no Indian homes lejt to place these kids in?" 



20 


We also lack critical information about the long-term medical and educationai costs 
for these babies through their life time. Anecdotaiiy.we are hearing from providers and early 
childhood specialists that these children appear to have similar symptoms as children with 
Fetal Alcohol Syndrome, but their medical issues might be far more complex, including 
higher rates of cerebral palsy and other serious physical medical complications. 

This committee has done many hearings on Fetal Alcohol Syndrome, and has 
documented that government spending can average $2 million over the lifetime nf a child 
born with FAS. Until we get more data, we must assume that the cost of providing care to 
these children will he very similar to FAS babies. 

Mr. Chairman, we need your help in addressing this crisis. I have some 
recommendations that 1 respectfully request you consider. 

1. We need research about this crisis. We must know more about the long-term 
impacts of newborn opiate addiction, but we need help. The tribes In Minnesota have joined 
forces and our providers are working togeth er to share data, hut we are in urgent need of 
research. Either a federal agency needs to study this issue or a federal grant should be 
provided to a research entity to conduct the study. With our preliminary research I 
referenced earlier, it is critical that any research done must be specific to Native Americans 
due to the strong possibility that many Native people beyond the Miile Lacs Band of Ojibwe 
might also metabolize these drugs differently than the majority population. 

2. Trfbes in Minnesota are in urgent need of support for a culturally-based in-patient 
treatment focility for expectant Native wonten. Over the years, this Committee has done 
an excellent job ofdocumcntingthattraditlanallZ-stepprogramsareinelTectlve for Native 
people without a very strong cultural component that is specific to American Indian 
spirituality and identity. Currently, the only program like this in Minnesota has just 21 beds, 
and Is located in Brainerd, MN, At Miile Lacs alone, we had more than 21 babies born With 
NAS in 2014. The Band Is currently In discussions with the State of Minnesota and 
considering purchasing this facility and expanding it bo S6 beds. Even with the expansion, 
however, this will barely make a dent in the need at Miile Lacs alone; there are 10 other tribes 
in Minnesota which face the same crisis as wc do. 

3. Because there wlli never be enou^ beds, we also need support for a culturally- 
seusitive out-patient treatment program targeted toward expectant Native women. 
Project Child Is an out-patient program operating in Hennepin County that has shown 
promising results, and has been discussed with regard to replicating it for Native American 
women with a Native Atnerican focus on culture, identity snd spirituality. State officials 
estimate that offering a similar program targeted toward Native American women might cost 
$272,000 in the first two years, but they also predict it would generate 'at least 31.3 million 
in savings In the ensuing two years by eliminating prolonged state-funded hospital stays for 
infents suffering from opiate exposure.' In the first nine months of 2013, Project Child 
served 124 women and "all but one or two gave birth “free of chemicals," found stable 
housing, completed long-term support programs, and maintained custody aftheir children", 
according to its program director, Tom Turner. The Miile Lacs Band Health and Human 
Services Department** 
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4. We need the state and federal government to make and enforce severe 
consequences for those physicians ovcr-presciibing opiates to Native Americans. In 
the late laoo's, Indian people and children were devastated by small pox after being given 
blankets infested with the disease. Mr. Chairman, opiates are our 21” century version of 
smallpox blankets. It Is inexcusable and even criminal for any physician to prescribe drugs 
tike Vicodin to teenagers with depression, but it happens every day. Opiates are extremely 
dangerousdrugs, yet they are prescribed for such miner ailments as sore ankles and tooth- 
aches; conditions that could be effectlvEly treated with ibuprofen or acetaminophen. 

Mr. Chairman, we need the medical community and the pharmaceutical 
companies to step up and police themselves, and if they will not, then you must 
Physicians also routinely prescribe more medication than is necessary to elderly people; 
these excess medications are guaranteed to end up in the hands of those with opiate 
addictions. 

At the request of Governor Mark Dayton, the State of Minnesota has included in his 
2015 legislative proposal the formation fo a community-based Opiod Prescribing 
Workgroup (OPWG) to make recommendations regarding educational resources for 
providers. They are also charged with developing a system for notifying Minnesota Health 
Care Plan providers whose practices fall outside recommended quality controls, and dis- 
enrolliug providers who practices are "so consistently extreme" that they warrant dis- 
cnrollmEnt *‘i This will not address non-MHCP providers, however. We need faderat 
standards to address over-prescription of medications to Native American patients and 
suggest the Indian Health Service be requested to begin working an these standards with 
tribal providers. 

! would be remiss if 1 did not mention one more systemic issue that directly impacts 
opiate addiction and over-prescription to Native people in Minnesota, in 2014, the 
Minnesota Department of Health released a report entitled "Advancing Health Equity: A 
Report to the Legislature". This report directly Identified of Minnesota structural racism as 
a key factor in health inequities by race in Minnesatn, spedficaily referencing that American 
Indian babies have twice the mortaiily rate of white babies. The report states: 

"Structural Racism — tbe normalization of historical, cultural, institutional and 
interpersonal dynamics thatroutinelyadvantagewhite peoplewhile producing 
cumulative and chronic adverse outcomes for people of color and American 
Indians — is rarely talked abouL Revealing where structural racism Is 
operating and where its effects are being felt is essential fer tiguring out where 
policies and programs can make the greatest improvements," '’"i 

Mr. Chairman, tackling structural racism as it is embedded throughout our state 
policies and systems is overwhelming to think about, because often it is invisible to everyone 
but those whom it impacts. Yet as Native people, we know structural racism exists and see 
it every day. in Minnesota, state agencies are being encouraged to examine theirpoliciesand 
try to identify where structural racism may exist In invisible ways, but Impacting the health 
outcomes for Native people and communities of color. But that is a problem that will take 
decades to solve, and frankly, ourchildren don't have the luxury oftlme to wait 
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I want to close with a note about what tribes in Minnesota are doing together to 
combat the opiate crisis. Last summer, the Minnesota Indian Affeirs Council (MlAq under 
the leadership of our President Kevin Leecy (Bois Forte] held a statewide Summit on the 
crisis fedng Nadve children. Our health and human service directors came together with 
elected tribal leaders to convey the magnitude of this crisis and work together toward 
solutions. Many county and state ofheiais were also involved, and committed to partnering 
to face this crisis. 

On May 26, the Mille Lacs Band hosted the MlAC's second state-wide summit, where 
several of the recommendations in my testimony today were developed. We will continue 
to meet and partner with the State where possible to combat this terrible epidemic. 

1 also want to note that we are also Rgliting this issue on the front lines in our 
communities and our families. I am including as an appendix a report from our 
Commissioner Samuel Moose, of the Mille Lacs Band Health and Human Services 
Department, which was prepared as an internal roadmap for doing what we can do address 
this crisis as a tribe. ^ 

Finally, we are notjustlooking to governmentto solve these issues. We knowthatas 
community and family members, we must learn how to identily and prevent addiction in our 
loved ones and help them get the help they need. The Mille Lacs Band held our own two- 
day conference for Band Members on this topic on April 1, 2015. At this conference, we had 
community dialogue about strategies for confronting opiate use among our family members, 
and getting treatment and help for our loved ones whom we fear have become victims of 
opiate addiction. 

The sooner a young woman gets help, the greater her chances are of delivering a 
healthy baby. We know this is not just a government responsibility, but a personal 
responsibility each of us has to our family members. 

Mr. Chairman, in Anlshinaabe culture, we always say that we look ahead seven 
generations. Right now, we are living in fear about the impact of this problem on the 
generation that Is being born today, i am hoping that, with your help, we can do something 
about this crisis Immediately, before we lose a generation. 

Thank you for this opportunity to testify, and [ look forward to answering any 
questions you might have. 


' 2Q16-17 Revised Biennial Budget,, Human Services,, March 2G1S. Appendix 1. 

* OHS Commissioner Lucinda Jess on letter toSecretary Bunvell/ April 2^, 2015 

" http://Mnvw.tw] ncRIesxom/fDcalnews/cL^S^ 169 12/methacl on B-cInlc-operattng-whhout'l/cense'd os e-duiuth 
** https^/www.mi nnpost.co m/mente l4ieBlth*3dd] cl la n/2014/02/preg nant-an d*addfct ed-aiArfu1-b urden-carry 

* http;//www^tartribune.i:om/mlnne50ta-cames*ta -the-a1d • of-aplald-exposed*habies/2951050Sl/ 

https ://www.mlnnpost.com/m&nta l-heal ih-addi c ( ia n/2Dl4/02/preg nant'and«&d dicted-a wful-hurden'carry 
OHS Comrtilsston er Lucinda Jesson I ettsr to Ssoretary Bu rwd], Ap dl 23, 201S 
^ Advancing Health Squityln Minnesota: A Report to the legislature, Feb 1, 2Q14. 
h1tp://ww w.hca hh.stdte.mn .us/divs/chs/h eal t hcqulty/a he Jeg^repartJ] 20414. pdf 

ate Crisis: A Community Response for Health and Human Service^ CommUsionerSamuel Moose, 


Attachments 
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OPIATE CRISIS: 


A Community Response from Health and Human Services 

Abstract 

ThcMilJcLacs Eand l5 facing an cpidcmicordrug abuse t hacC hi crE^cccudvcM dan ie 
Benjamin has calied^the single greatest threat to the future oftheMliie Lacs Band of 
0}ib we." Tti is paper outlines a se ries of ste ps co or J in^ted by the Mii ie Ucs finnd of Ojib we 
Departm ent o f Health a nd H uioan Serv [ces. T he sp proa ch wfil add ress ca mmuni ty needs 
from a variety of perspectives to ad dress the impact of o pfates. 

Samuel Moose, Commissioner 

SinunoDiagihhs.miliab cstibnd-nsii.|<» 

Executive Summaiy 

The Mille Lacs Band is facing art epidemic □Fdrngabusettiai: Chief Executive Melanie 
Benjamin has called "the single greatest threat bo the future of the Mille Lacs Band of 
OjibwefThis problem does not just affect the users; innocent newborns are also facing the 
effects, in recentmonths the Band has learned that American indian babies are 8.7 times 
more likely than white babies to be bom with Neonatal Abstinence Syndrome [NAS], and 
that 26 percent of Minnesota babies born with NAS are born to Indian mothers. The Mille 
Lacs Band is among the hardest hit communities in the state, The extent of the opiate 
problem atMille Lacs is further evidenced by increased drug related arrests. Increases In 
medical calls to tribal police, and increases in out-of-home placements due to opiate- 
related issues. 

This paper outlines a series of steps coordinated by the Mille Lacs Band ofOjibwe 
Department of Health and Human Services. The approach will address community needs 
from a variety of perspectives to address the impact of opiates. 

Background and History 

The Mille Lacs Band has approximately 4,462 members. The Mille Lacs Reservation 
consists of three districts, the mostpopulous ofwhlch Is District 1. More than 1.400 Band 
members live in District J, Districts II and IIAare near the cities of McGregor and Isle with a 
papulation of 359 members total. District 111, near the city of Hinckley, has 555 members. 
Most of the remaining Band members live throughout Minnesota and the Ifnited States. The 
MLBO service area population is approximately Sl% of the total 4,462 Mille Lacs Band 
membership. 

Issues related to health and wellness are common tliemes for the Mille Lacs Band ofOjibwe 
communities. Unfortunately, this population leads Just about every category of health 
disparib'es, including alcohal and drug abuse and addiction and resulting out-of-home 
placements. Child Welfare services and aut=of-home placement have seen an increase in 
the past year. Many tribal members are raising grandchildren or their siblings' children. In 
order to keep their ftmily together. 
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ever the course of several decades, the community has seen a recurring cycle of chemical 
use and abuse, beginning with alcohol and moving to cocaine, methampheta mines, and 
opiates. During recent years, Band members who have become addicted to prescription 
opioid painkillers have turned to heroin because itisdieaperand more readily available, 
Tribal police data also show that methamphetamine abuse issb’Il common in the area. 

The blame for this cycle of addiction lalls largely on historical trauma suffered by 
generations of Mllle Lacs Band members who experienced violence, broken treaties, forced 
relocabon, assimilation, racism and discrimination. This trauma has resulted in broken 
lamilies and suffering individuals wlio have turned to alcohol and ether drugs out of 
hopelessness and pain. 

The Mille Lacs Band already operates behavioral health and matemal-child health 
programs that address drug and alcohol dependent;y and strive to increase healthy birth 
outcomes. The Behavioral Health department of HHS offers mental health and chemical 
dep endeniyassessmentsandcounseI!ng.as well asprevenrtonandsupportprograms. The 
Public Health Department offers prenatal and postpartum visits, family planning, childbirth 
education, tobacco cessation and health promotion. Unfortunately, tiie prevalence of 
neonatal abstinence syndrome indicates Ihatlhese programs have not been adequate to 
keep women and children safe. More needs to be done to ensure that pregnant women 
remain chemical free and that Mille Lacs Band children are given the healthiest possihle 
start 

Six Initiatives 

While many of the causes of drug and alcohol dependency are known, the solutions are 
much harder to pinpoint What is clear, however, is thata multi-dlmensianal problem 
requires a multi-pronged solution. After consultation with elders, experts and other tribes, 
the Mille Lacs Band's Health and Human Services Department has arrived ata six-pronged 
strategy to address the problem and help the community move in a healthy direction. 

The initiatives In the process of Implementation areas follows: 

• Creation of a Heonatal Drug Use Response Team 

• Development of a recovery-oriented care system 

• Strengthening of outpatient services 

• Exploration ofnew residential treatment opbons 

• Expansion of vjomen's and children's programs 

• Enhancement of existing preventian programs and coilaborations 

I. Neonatal Drug Use Response Team 

A multidisciplinary team of professionals is needed to respond urgently when it is reported 
that a pregnant woman or newborn infant tests positive for opioids or other drugs. This 
team will provide a collaborative approach and wraparound services to stop the drug use, 
treat the symptoms, and prevent relapse ttirough ongoing support 
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The team consists of a puMic healcli nurse, a chemical dependency counselor, and a social 
worker to help provide support and intervenfion. 

If the team is informed through coun^ child protective services that a pregnant iwomar or 
newborn tests positive for drugs, the team will provide dtnely assessments for chemical 
dependency treatment and help mothers access treatment immediately. The team will also 
assess other types of Support they may need to remain clean during pregnancy and 
afterwards. The team will coordinate prenatal care and follow the mother throughout 
pregnancy and beyond, providing support both tn the mother and to the child. The team 
will be led by an Licensed Alcohol and Drug Counselor due to the focus being on accessing 
treatment and recovery bas ed sc rviccs. Each mother will have acaseplandevelopedthat 
addresses 

The team will collaborate closely with ourMLBO partners in housing, law enforcement, 
tribal courts, health services, law enforcement and other departments. Additionally the 
team will develop strong collaboradve relationships with county partners who will 
coordinate needed services that the MBLO systems are unable to access currently. 

II. Recovery'Oriented cure 

People enter the care system from various points, so coordination of care is often lacking A 
times, services lose tracknf those in need of care during transitional periods, like going to 
or returning home foom Inpatient treatment Itiscribcal that mothers and their lam ilies 
have access to a system that helps to keep them engaged as they move through the 
continuum ofservices. 

A team of case managers is being developed to work with people from their initial 
assessment through all levels of care. Case managers will maintain contact witli those who 
are going away to treatment and reestablish face-to-face contact when they get home. 

A true recovery-oriented system engages peer supports. Until a system ofpeer support is 
developed, professionals or para professionals will provide that support 

III, Strengthening nutpatient services: 

Holes in services need to be hlled to strengthen existing programs. Individuals returning 
foom treatment may foce homelessness, unsafe environments, lack of peer and lamity 
support, and lack of financial resources to maintain sobriety. 

Outpatient services in all three districts will be revised or created to provide flexibility and 
full integration of mental health and chemical health treatment services so care is 
coordinated and addresses all the individual's needs. Support services will also be 
individualized to treat each person's specific recovery needs. 


IV. Residential treatment opbons 
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Residential treatmentin Minnesota has been in the process of changing to meet the 
evolving demands of clients and the ever-changing climate of drug and alcohol use and 
abuse. Over the past several years Milte Lacs Band ofOjib we officials, employees and 
members have discussed the need for an inpatient or residential treatment component that 
meets the direct needs ofeommunity members. Residential treatment options vary and 
decisions need to be made that identily key community needs for the Mille Lacs Band. 

Based on community needs, HHS is pursuing a number of options to develop a fecillty that 
provides a residential treatment option for Mille Lacs Band members. The program will be 
rooted in Anishinaabe culture and utilize our spiritual heritage to provide a foundation for 
recovery for our communis members. 

The establishment of this program needs to be fiscally responsible and sustainable for it to 
be an effective tool for members to access for the long term. 

V. A program for women and children 

Historically, addiction treatment services have struggled to meet the needs of pregnantand 
parenting women. Treatment programs have often taken mothers out of the home and 
moved children to foster care in an attempt to stabilize the mother. 

Over the past 10-15 years, a movement has developed to provide addiction treatment 
services chat allow women to live with their children in a supportive residential 
environment while they begin their recovery journey. This kind of family-centered 
treatment resonates with the MLBO values of maintaining family relationships and support, 
and It strives to meet the needs of mothers and their children in treating addiction as a 
disease that impacts the entire family. 

The Mille Lacs Band's Health and Human Services Department is developing a Family 
Healing Center proj'ect that enables women to have access to residential addiction and 
mental health services and continue to live with their children. The departmentls working 
toidentififasitethat can provide a housing option as well as accommodate the needs for 
mothers and cliildren to access recovery support, child care services and the professional 
counseling and therapeutic care necessary to build a solid family-based recovery 
foundation. 
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VI. Prevention, harm reduction and community-based intervention efforts. 

The Mille Lacs Band Health and Human Services will focus available and appropriate 
Bnancial and staffing resources toward prevention of the spread oFaddiction problems and 
to community-based campaigns that address efforts to minimize tlie impact of drug use. 

a. The MLBO will develop media and marketing campaigns that present messages 
designed to prevent youth from turning to experimentation, provide clear education 
about the dangers ofdrug use, educate women aboutthe dangers of use during 
pregnancy and appropriate strengths-based messages designed to engage youth in 
positive activities, values and cultural connections. 

b. The MLBO Health and Human Services Department will collaborate with other 
agencies to establish access to naloxone for families and law enforcement ilrst 
responders to have ready access to intervene on overdose incidents 

c HHS will coordinate sharing of information with the Community Development 
department to ensure that drug issues within the housing department are 
communicated clearly to HHS departments that can help families. 

d. HHS will propose a drink tax expansion to include Eddy's and other sites from 
Corporate Ventures as a source of revenue to support treatment, intervention and 
prevention services. 

e. HHS will collaborate with Tribal Police to communicate and engage individuals in 
getting help and understanding services available. 
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Minnesota Department of Human Services 

April 23,2015 
Sylvk. M. BumeU 

Secretary of Heallli and Hmnan Scnicca 
WashingtoQ, D.C. 20201 

Dear Sactetaiy Bunvell'. 

I am writi^ on behalf of Govanior Mark Diytan. Thank you for the opportuni^r to in&im your office 
of Mrnnesote’s planning efforts to reduce tlie injury and mortality associated with prescripBoti and illicit 
opioid JSC and overdose. The Minnesota Department of Human Services (DH^ in conjunction with Iho 
Netional Go vetnors Association and the Mitmeaota State Substance Abuse Strategy, which includes the 
Departments of HeaMs, Education, Public Safety, and Ccnreolions as well as the state judicial branch and 
the Minnesota Board of Phannaoy, has developed a robust ^proach to reduce accesa !o prescription 
opioids, inoieasc access to naloxone and expand urcdicatiou-uo^ated treatinent. 

In 2015, Mmiecota is experiencing unique public health tragedies as areEultDflhaoven.prascribingof 
opimd pain relievers and the avail ability of heroin in our communities; 

• Mmnesota ranked first among all states ui deuBis due 1c drag poisoning among American 
IndiansMlaska Natives . 

• Approximately 3, OOOMinnesota Health CarePlan (MHCP) enmllees become chionic opioid 
users annually. 

• Of the new chronic u sera, over S 0 percent have a recent d iagnosi s of mental illness, subslanoe 
abuse dis order, or both mental illness and substance idruse disorder, eachof which make it more 
likely that a person will becciiK opioid dependent. 

• More than halfof pregnant Minneso to women who arc known to be opioid dependent ate still 
prescribed opioids for pein during pre^umey, 

• The number of fetuses tjxpoaed to iliegal or preseription drugs dispioportianafely impacts 
American Iirdians in Minnesota. The rate of prescribed opioids for pain during pregnancy is 
twice aslugh among American Indians then among other Mumesotans. 


Overpt escribing Opioiii Pain Believers - In response to Inappropriate opioid prcscribiag, the 
govemor’s 20 15 legislative proposal lecommonds the following: 

• Fonnatlon of a cMnmunify-based Opioid P resertoing Work Group (OPWO) to reco mmend pr^cols 
that priri f-ss all phases of the opioid prescribing cycle, such ns preraibing ftt acute and chtonic puln 
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and fte period in betsvecn. Tbe OPWG wil! meks ils recammendations lo the comraissioBers of 
heelUi and of hLanon sendees, 

• Develop! ng ediicatlone! resources and messages for providers about comimmicating with patients 
about pain and using opioids to treat pain. 

• Providers not enialled in. MHCP may voluntarily use the OPWG’s recommendations to improve 
their opioid providing practices. 

• DHS win notify MHCP-enioiled providers whose practices Ml outside lecoramended quality 
improvement thresholds. These providers will be required lo submit plans in order to bring their 
practices into alignment with comniunity-dcvclopcd standards. 

• DHS will dia-encoll MHCP providers whose practices aresocoasistentfy eKtreme that they meet 
OPWG reccmiuendcd opioid disenrollraent thresholds. 

Rssults: 

■WitMu four years of impleiawiting to rsoonuaendmiona, DHS anticipates that our slate will see; 

■ Fewer deaths attributed to prescrip tion opioid overuse. 

• A dec) ine in substance aEus e di soider related to prescribed op ioids. 

• A deci ine in opioid ovecuscj particularly for treatment of chronic pain, and among populations with 
disparate rates of opioid overuse. 

• Areductionin the incidence of fetuses exposed topcescriptiemdrugs. 

The State Opioid Oversight Project - At the request of (be OfiBce of Governor Mark Dayton, the 
Chemical and Mental Health Services nod Health Care Administratiaus of DHS ulecg ^th the MBH, 
the DHS OfScB of the Inspector Geueial, the Board of Pharmacy, and the Department of Public Safety 
are participating in the yearlong National Governors Association prescription drug abuse summit, are 
workiiig together to provide a stale opioid oversight project which will oversee seven raulti-agency 
focus areas addressing the spectrum of chnilenges &om pieveuriou to tieatxnent of opioid abuse. The 
State Opioid Oversight Project report to the Minnesota State Stibslance Abuse Strategy Executive 
Sponsors to ensure that all parlies are able to reduce the impact of opidd dependence among 
Minnesotans while appropriately mana^ngpaiiL 

The State Opioid Oversight Project is organized to best address the complex issues of opioid use and 
abuse. SOOP has developed these focus areas to tackle opioid use and abuse from every angle. This 
project will allow us to reduce the consequenoea associated with prescription dnrg abuse and increase 
the awareness of litis important issue within ourcomraunifies. The approach will address prescription 
drug abuse with a recovery oriented systems of care {ROSCj philosophy and wit] incorporate a person 
centered approach that builds on the strengths of community to improve the quality of life for the 
indrviduai, Mnily member and communities. 

The State Oinoid Oversight Project is focusing on seven targeted focus areas: 

1) Nennatnl Abstinence Syndrome 

2 ) Medication Assisted Treatment 

3) Opioid Prescribing 

d) Prescription Monitoring Program 
d) Increasing Access to Naloxone 
5) Prevention/Awareoess 

7) Increasing Prescription Take Back Opportunities 
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Necnatal Exposure fo Opioid Medicatioas - lo response to tlie burgeoning pcohlem of opioid tebled 
neonatal exposure use disorder, the governor’s 2015 Jegisladve proposal rocortunends the fotlowing: 

• Grant funds to support the provision of targeted integrated acrvicesforpregoant mothers who are at 
high risk of adverse birth nulooities due to either maternal opioid use orprematurity^iow birth weight 
in geogmphically idemiSed areas of high need. 

• Support for planning, system development and integration of medical, substance use disorder and 
sornal services for women within target areas. 

• integratiou of commuoify-base d paraprofessionaJs such a s doulas end community health workers, as 
a routinely available service compunenL 

• Systematizied scrEeni ng, col laboradve care planning, re ferral, andfoliowupfotbeliavioralaud social 
risks kcown to be assoolautd with poor birth outcomes. 

In arhiition to the govemoi’s legislative recommendations, the DepNutment of lluman Services 
established the neonatal abslinence policy academy wotl^roup to address the impact of opioid addiction 
on Native American women of cbild-bearing age. The three priorities of the workgroup ace to develop 
education materials ibr provider and commurrity members on neonatal absdnence syndiomB, develop a 
culturally-based treatment model across the spectrum, of prevention, trealmcnt and recovery, and to 
encourage substance use screening for all pregnEmt wouiwr and subsequent referral for treatment 
services, if necessa^'. 

The Alcohol and Drug Abuse Division in Ihc Department of Human Services supports specialized 
women’a treatmenl aerviees with grant fitnding, These grants provide treatment support end recovery 
services for pregnant and poienting women who have substance usedisotders. Wlh enhanced services, 
families can access additional recovery supports, meet their basic needs of daily living, address mental 
and physical health needs and oblaJti parenting si^port to increase family stability. 

Increasing Access to Naloxone - In 20[4, the h^nnesote legislature passed a bill that is referred to as 
“Steve’s Law,” which increases the availability of naloxone and provides same Good Samaritan 
protecdons. The irUeul is to increase both the svailabili^ of overdose reversal medications as well as 
decrease the ftar of contacting law enfbrcement/liist regioodeis in an overdose situation by granting 
limited immunity to the caller. Wider distribution of emergency use naloxone will reduce mortality 
among individuals using illicit opioids. 

The State Opioid Oversight Project will target its efforts to increase the availability of naloxone foe 
needle-exchange clinics, law enforcement, and emetgenoy lespondera and for prescribing it with opiate 
prescriptions until it is nvmiable over the counter. The project rccogaizes diat the price uf naloxone has 
continued to double since lost year which can cause a financial burder: to states hying to expand the 
availability. The project also recognizes Ihcra is much work to be done within law enforcement to 
reduce the resistance flem laiw enforcement lo carry naloxone. 

Expanding Mcdicatjon Assisted Treatment -The Stale Opioid Oversight Project recognizes that 
inrlividuals need treatment, but access to treatment has imt kept up with the demani The increase in 
individuals using and abusing prescription drugs has led to increased need for addiction Irealment and 
recovery resources. Tradition^, the Mltmesotn model of addiction treatment excludes medicalion 
assisted therapies. Nearly 90 % of Minnesota treatment programs still use a 12-step, abstinence-based 
treatnisct, which is ineffective for some patients widr opaoid dependence. The awil ability of 
medication-assisted treatments is scarce in relation to the demand particularly in rural hthnnesota, as 
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troubled jnethsdone-cUnica are in danger of closing and the priinaiy care c Dramunity has not yet 
engaged to meet the need with oHering bupcenorphine-based treaUnentB, 

As wo daveiop stiategies to add medicatiDu assisted tieatmcnts to sped ally addiction progratns and in 
primaiy cats settil^s, Tve vdil also integrate this evidcncc-bascd treatment into a comprehensive, 
modernized model of care. We believe that ircatment can he offered in a variety of clinical settings and 
the opporhinlfy to recover is enhanced with peer support, care cooidiiiation and long-term. core. 

The Minnesota Department of Htitnac Sendees will continue to support the stratepes dqrloyod Ihicmgh 
your o£dce and welcomes the oi^ortunity to colLahoiate In order to stop the uoneoessary death and 
suffering associated with opioid use, 

Thiuiic you for oonsidering these comments. 



Human Services 
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Changa Item: Opioid PrBscrIbtag Irnprovemef^t afld Monitoriitfl Program 


Fiscal Impact ISOOOsl 1 

FYZOtS 1 
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15 
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Request: 

EffecHt/e July 1,20 1S, Ihe Governor recommerds ttielmpIsmenMonofsecmniunlty-based, Mifaborallve approach to redues 
inapproprieta cpfctd ar^asla pr&scnblng wtOifn the Medical ^fstence (MA) program. Piis proposal has a general furjd cost of 
$33.CS0 in (he FY2015'17 biafinium and a savings of $42,000 in (he20tM$ bienniuni. 

Ral!onaleJBac(( g roun d: 

At any given Ume, tii^ ara approxJmatEd/ 19,(1 90 cfi ronic opioid users bi Minnasola's put^i o prog rams, Based on 20 1 1 da la, 
appfOJifmalfily 3,000 MHCP enroBees become new chronic opfold users each year. Of the new chronic users, over SO % h eve rwlal 
illness; current or a history af substance abuse; cfbolhsubsbnce use and rnenta] illness. 

Within the dala is a ma rked lec al dsperity. Prelimlnaiy dale sbcTff a doubling of the rate of neonatal abstinence syndrome over the 
pas! hvo years. The crisis dispropcriionat^y Impacts neihboms from the American Irvdian nations kicaled In Minn 6t ota. In 20 10, 
Minnesola ranited first among a 11 stales whan measuririg the sg&edjusled disparity rate rabo (DRR) of de aUis due to drug p Diaoning 
anwng American [ntfiansfAlasIca Halves rdahve to Whiles (out of 13 stales few which data a re available) a nd of Blacls reiaPva to 
VMes (out of 36 stales tor which data ere Bvallsble). The Bgs'adjusted rate of deadi due to drug polso ning inas more (hen four times 
greater among Amaricaii Inifans/Ai asita Natives relative to Whites and nearly two times g reator a irtang Africai^ Amerf cens/B laciis 
relative 1o Whites. 

In 2012 DHB' Kaelth Services Adnsory CouncJl (MSAC) formed an ad boo Emergency Depaftment (E D) ati llzadon work group (ED 
ihwk group) charged wilh recommejiding one or more approaches for Improving ED care while also reducing costs. The ED wort? group 
chose to tools its eifofis on irrprovIngoplDjdH'elated prescribing practices within the ED, The ED work group cemprised 
repressnlaDves 

• KSAC • emergency medical raspondem 

• health plans • hifN Communily Measuremsnl 

• hospilals and hBsItii syalams • Inaliliile for Clirucal Systems lniprovcfnent{ICSI^ 

• emergency medbal professlDnafs (both rural and 
melro-besed) 

The work group dEVEtoped caPaborative recsnriefldatiQflS that buiH on (he best oT (heir respective, individual elfoits to curtail 
inappropnele prescribing within EDs, The group's recommended protocols would torni the basis for the emergency depadmentselbng- 

spacrfic pratcrcnls dascribad in tivs prop osaj, 

Propasalt 

Ih'is propoaal cdla for Ihe toltokvrg: 

1 Erdorsemanl and developmenl of prescribing protocob lhat address a1 phases of the optdd prescribing tydefprescribmgfnr 
acute pain, prescril»'nq in the time after the tmni edrate acute event, a nd prescnlmg tor ch ronlc pain). Pratocob will be 
devejapsd in cxjlabcreb'cn with the ccfrirniinity and under contract with an ocganlzation irientiiT^ Ihroilgha Request fer 
Proposal process. The protocols wll dillerentiaie between opioids presotoed In emergency eettinge and thoe b presoisBri In 
other autpatlenl settings, 
stale et rainneioia 


20 ie- 17 BlennTB| Budget 
Jfinuiirv 27 2 f> 1 S 
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2. Develcfmcnt DfserSntliTieasursDfthequalilyof epiMCl pr«scribinj (sucli Itis duialian and typ« of opioids preicribed for 
norHnalignaniaaila orrhoric pain Forpalienls). 

3. Dovoiopnieiit ofconsisientmessagesandoUiafadiicalkinalresou rces For piesc ri bing providBre aims t commanicaliig widi 
paCsrIa about pan manogemont and use ot opioids to treat pain. 

4. DavsloprnnitDFadatatBidbBcksyataintopiDuidars Uisluill 

8. annually collect and re)^ to provldera their scrtinEl measures awpared to their anonymized peers 
b. altribule in dividual prov'dais to one or more provider group suntiivrhicii IJieyare affliated or employed. DHSwlII 
develop mechaniarns icr attnbuh'm n consuHab'on Viilh Efre provider community. 

5. Oudierpnmidersreiilbeidenbliedbesed on criteria daveloped byUieprondercunrrnunity. Irdividuaf, outlier prescr^iers nail be 
nolilred, as Wil any praodce group viiiiivitrict) the provider is affiliated or employed. Any Rtendliebie [ntotmaSon afaout a 
provider orpiadicBgirrupviillbBcuirsidercd prolected for peer-r avisv;, quality Improvament purposes, unless the piovitier or 
pracLce grouprs enrtriimsntin MHCP is temporartiy or pettnensnIJy [sslrioterl or dW prorider or pracUca group Isdisentolled. 

6. Pratditregroups togalher with their oudierprobid erfs) wil siibiiutplens for quality improvement ^rsvitrw and approval by the 
Commissioner, vath lire objective of bririging their prcviding precdices into ^^nment widi theoommunityKieveloped slandards 
descried in paragraph 1, 

7. If any rrPvidual or g loups remainDugieisfDrhPoormOTByears, wheUierornDt cotrsecb bva, the Commissioner may take any 
orali of the foilowerg st^s; 

a. Moniloting perfemrance mcretreqrrenlly than annually arrdfnriranSoting more aspects of pteschbing pracUrresthan 
thu santinGl ccnijirunlly measlnes 

bi Requiring ndtaionalqtjatlly imprbvement elitirts,lnc1ud[ngbiitnDtlimi(edli}m endafoty u sn of the M nnssola 
Prescppton Mrrnitohns FrogiatTr 

& TempcrarHyorpennanenUyrestrictlngtheindlvIduai pruvidedsenrdllmeniTnMHCP, 

d. Tempcratlly orpeimanenl^ restrlding the prordder group’s eirrogntenl in hlHCP 

e. Disenrulmentril the individuel provider 

I DisBnia1Tnieiitt]{ bra pradico gnoup and of individual providers allillaledwilh er employed by the practice group 

Wilhin ono year eipooted Dutcoras Include bettor data and understairding of uplcld prescribing end use within hlHCP and a roora 
coherent setirfexpectab'Dnsfbr impteved prescribing praefees among prowders who piotfde care to MHCP rcrdplents. 

Vlilhin four years DHS aniictpates 

1 . Favier dsalhssttnbuladto prssettpSon opioid ovenis a; 

2. Adecline In opidd use orveraH partictdariy for [realmwd of chronic pain and partculaiy among populatians iilh disparalely 
h^h rates; and 

3. Reduced incidence of neonatal sfcsIiiiBncB syndrome, particulBrlv in populaticns with drsperately high rales. 

One-thna contracting costs total $250,0 DD.Tha programvnllalsDrequItalFTEwilh aignilicanl politry exp ert'se in opioid pr escribing and 
the trealmenl of pain. II wJI also requ’re [I.S FTE for a research scienOsl loprovtctedalaandanalyiits support 

71115 propcsel wl]| result In cost effs^ IhalviltlncludesavingsduebreducBdspendingcnpieachptiun opioids, reduced conversion ol 
acute pain palients lorhronic opioid users, reducer! rates of conversion of prescription oftidd use to dapendance on proscribed opioids 
or heroin, anif pFovanlion ofdhor medical compircations of opidtf dependence, irduding HLV end Hepatitis C. 

Results; 

This poposal willresulttnadecreaaelnlheperce ntaga of WWOP t«l;denls receiving opreht prescriptions and a decrease in the 
overalvobmeofoptcsdb presohbed as measured by total days supply, 

Statufnry Charsets): 

M-Sssdioii 1S2.I25 - Pressmen Momtonng Program 
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MDH 


LOCmriUHromHLTHI 


Proteetlngr fliaintalnttlg pnd improving itje heaitli of oil Mimosofanv 


Febniaiy 1,2014 
Dear Lesislators: 

It is a great privilege to present lliis report on Advancing Htrallit Erjuit^ In Mrnnesata. Hie growing economic 
inequities anii the petstsienoe ofheallh disparities in our great slate are a matter of life and deaih for many. 
Communities across the stale are being devastated by hi^ rales of infaid mortality, diabetes, suicide, and more. 
Multiple efforls have been made to iry to close the significant g.aps in health oiilcomes across populc lions, but 
essentially we tiave been ciuining in place. 

This report reveals that: 

• Even where health outcomes have improved overall, as in in&nt mortality rates, the disparities in these 
outcomes remain unchanged: American Indian and African American babies are stilE dying at twice the rale uf 
white babies. 

■ Inequities in social anti economic factors are the key contributors to health dispantics and ulLimuLely arc what 
need to change if liealth eqiuty Is Lo he advanceiL 

■ SIrucInral racisTn — Ihc notmaliaaUon of hislnrica], cultural, insttlutionul and inLcrperSDnal dynamics thal 
routinely advunUigu white people while producing cumulative and chronic adverse outcomes for people of 
color arid American Indians — is rarely talked about. Revealing where structural racism is operating and 
where its effects are being felt is essential tor figuring out where policies and pragiamscan make Ore grciucsl 
improve men Is, 

• improving the health ofthose experiencing the greatest inequities wilt result in improved health fm nil , 

[n the process lesdi ngtothe release of this report, hundreds of critical esnveisat ions took place . Relal i onships 
were strcnglheacd, new leaders emerged and important tensions, challenges end resistance were uncovered, 
[ndiviiiuals and organ izatiorts fiom both the community and the health dapaitmanl made invaluable conlributlons 
to this report, sharing evidence oflhedevaslalingell'eclsofhosillh inequities tliroughout the state os well as 
examples of what can be done to improve health for oil. Although we were not able Lo include every example of 
the heath inequities or eifeclivc strategies shared with us, the passion of many fiiroddressing health disparities 
and advancing health equity was evident in the process of compiling tills work. 

Cl is our hope that this report will provide a mLich>needed foundation far building on the work to eliminate liealllr 
disparities and ultimately achieve health equity for all people in Minnesata. 

Advancing Health Equity Project Co-Leads: 

Melanie Pelerson-Hickey, Research Scientist 

Minresola Center for Health Statistics 


Juanni: Ayers 
Assistant Commissioner 


The Chairman. Thank you, and I especially want to thank you 
for that list of suggestions. It wasn’t just one thing, it was an en- 
tire list and a broad list and encompasses a lot of different areas. 
I think that is going to be one of the most helpful parts of this 
Committee hearing today. Thank you very much for that. 

Next is Mr. John Walters. Mr. Walters, thank you for being with 
us. Please proceed. 

STATEMENT OF HON. JOHN P. WALTERS, CHIEF OPERATING 
OFFICER, HUDSON INSTITUTE 

Mr. Walters. Thank you, Mr. Chairman, members of the Com- 
mittee. I am the former director of the Office of Drug Control Policy 
from the last Administration and am now the Chief Operating Offi- 
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cer of the Hudson Institute and Co-Director of the Center on Sub- 
stance Abuse Policy Research. 

I am pleased to be with you and pleased to be with some of the 
people who are working with Native American and Alaska Native 
communities as I did back when I was in government. 

I will not repeat the detail not only in my testimony, but you 
have already heard about the disproportionate effect of substance 
abuse in Indian Country. It is staggering. The estimates of national 
cost of $200 billion or $600 billion don’t capture the real human 
cost. These are our models, they are imprecise. The data here is 
embarrassingly bad. 

What we should do and what we can do to get national leaders 
and local leaders better help is begin to look at the problem as if 
it were as serious to us as it is to the people living in these commu- 
nities. 

First thing I would recommend is that someone direct the Cen- 
ters for Disease Control to treat this as an epidemic and begin to 
collect monthly data and precise geographic monthly data on the 
spread of this disease. If this were a virus, the Centers for Disease 
Control, I can tell you from my experience, resists this topic. It 
doesn’t like substance abuse, in my experience. I have been out of 
government a while and maybe attitudes have changed. It also 
wants to say that it only deals with infectious diseases. That is not 
acceptable. The cost and the devastation is too high and you need 
to localize the particular knowledge about the spread of these phe- 
nomenon, because they are an epidemiological phenomenon. 

And if you are going to tie resources where they are needed, you 
need to know where the problem is and you need to know how well 
the resources are reaching the people who need them. That is not 
happening. And it is unacceptable, in my view. 

In addition, I think it is important to recognize that we do not 
do a very good job of providing the care, as you have heard from 
previous witnesses. Even if we expand resources under the Afford- 
able Care Act and other programs, the problem is that the geo- 
graphic isolation, the limits of infrastructure, the limits of referral 
and support programs after immediate detoxification and other 
services create a failure of treatment to work in these communities 
and a failure of prevention to be effective and comprehensive. 

We need to be more specific about how we can create targeted, 
culturally sensitive programs in these areas. Demonstration pro- 
grams are nice, but demonstration programs are by definition inad- 
equate to meet the real need. There has to be a plan and a con- 
sistent effort. I think someone in the Federal Government has to 
be targeted such that their job is on the line to give you a solution 
that reaches the real scope and focus of the problem. And given a 
fixed period of time, not four years and not eight years. 

I started working on the drug problem in the Reagan Adminis- 
tration at the Department of Education. The same agencies have 
been telling you they are going to get a national plan with real es- 
timates and real achievement and real output data for decades. It 
is not happening. 

So until somebody’s job in six months or twelve months or eight- 
een months is to produce such a plan or be fired, it is not going 
to happen. 
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In addition, I want to just mention in connection with the overall 
problem the danger that was referred to, Mr. Chairman, in your 
opening remarks. There is now a movement to legalize the produc- 
tion of marijuana on Native land. On top of all that you have heard 
of the consequences of addiction and substance abuse, in all the 
areas you have heard of those consequences, this is devastating. If 
there ever was a bad idea that we ought to stop, it is this one. And 
of course, it doesn’t just affect people in Indian Country. But it is 
a terribly, terribly destructive additional harm that we are inflict- 
ing on people who are already suffering. 

My testimony goes into detail about the latest research and what 
the findings are for educational, health, illness, violence, and other 
problems including family violence associated with marijuana and 
its connection to other substance abuse. It is worsening with regard 
to impaired driving, as well as educational performance. Recent re- 
search has suggested very strongly in multiple cases that the cur- 
rent high potency marijuana has the ability to not only reduce the 
educational performance but perhaps permanently reduce i.q. in 
young people. That is not the kind of additional ingredient we need 
to add to the mix here. 

In terms of the promises of profits, my testimony has some of the 
research that suggests this is as illusory as it is to say the taxes 
on alcohol are paying the cost of alcoholism in Indian Country. It 
is a lie. It is not going to happen and it is never going to happen. 

In short, I would say for the purposes of this Committee, we need 
to have not only a better understanding of the cost but how to 
drive our resources effectively to scale our resources and to hold 
people accountable. We can do that at the Federal level. But in ad- 
dition, we are at a crossroads now with this latest movement. We 
can not only improve, but we also need to stop something that is 
going to be devastating to people who live in these communities 
who have already suffered enough. 

With that, I am going to conclude. I will be happy, when it is my 
turn, to answer any questions. 

[The prepared statement of Mr. Walters follows:] 

Prepared Statement of Hon. John P. Walters, Chief Operating Officer, 

Hudson Institute 

Chairman Barasso, Vice Chairman Tester, and members of the Committee, thank 
you for this opportunity to address the public health and public safety issues sur- 
rounding the costs and consequences of substance abuse on the Native population 
of the United States. 

In this testimony, I will briefly review what is currently known about the con- 
sequences of substance abuse on Native American and Alaskan Native commu- 
nities — specifically focused on costs, expressed both in public health and in dollars. 
I also wish to draw attention to treatment need and address proposals to expand 
access to marijuana in these communities. 

According to a recent report from the Centers for Disease Control and Prevention 
(CDC) on minority health populations, there are 566 Federally-recognized tribes 
plus an unknown number of tribes that are not Federally-recognized, each with its 
own culture, beliefs, and practices. ^ 

As the CDC report notes, according to U.S. Census Bureau in 2013, there were 
roughly 5.2 million American Indians and Alaska Natives living in the U.S., rep- 
resenting approximately 2 percent of the U.S. total population. 


^http:! I www.cdc.gov I minorityhealth / populations I REMP I aian.html 
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The projected U.S. population of American Indians and Alaska Natives for July 
1, 2060 is estimated to reach 11.2 million, constituting approximately 2.7 percent 
of the U.S. population by that date. 

In the 2010 U.S. Census, tribal groupings with 100,000 or more responses were: 
Cherokee (819,105), Navajo (332,129), Choctaw (195,764), Mexican American Indian 
(175,494), Chippewa (170,742), Sioux (170,110), Apache (111,810), and Blackfeet 
(105,304). 

In 2013, there were 14 states) with more than 100,000 American Indian and Alas- 
ka Native residents: California, Oklahoma, Arizona, Texas, New Mexico, Wash- 
ington, New York, North Carolina, Florida, Alaska, Michigan, Oregon, Colorado and 
Minnesota. 

In 2013, the(states with the highest percentage of American Indian and Alaska 
Native population were Alaska (14.3 percent), followed by Oklahoma (7.5 percent). 
New Mexico (9.1 percent). South Dakota (8.5 percent), and Montana (6.8 percent). 

A precise accounting of the true costs of substance abuse on Natives is difficult 
to establish, owing in large measure to deficiencies in our data sets, which is an 
on-going and frankly disturbing incapacity affecting all of drug policy. Broadly, for 
the United States population as a whole, estimates have been provided showing ap- 
proximately $193 billion per year (measured in 2011 based on 2007 datad the figure 
has since been updated to $209 billion in 2009 dollars) as the costs to society of il- 
licit drug use. The majority of those costs are attributed to law enforcement activi- 
ties, lost productivity, and public health/health care impact. ^ 

Some proportion of those costs can be allocated to Native communities, but we 
must acknowledge that the true impact is almost surely far worse than one would 
find by simply dividing those costs by population share. Native communities are ad- 
versely situated with regards to substance abuse impact, in many instances facing 
vulnerabilities driven by, among other issues, poverty, geographic remoteness, and 
insufficient health care resources. Even in circumstances where the largest Native 
populations are found in urban settings, similar vulnerabilities pertain. 

In addition to the economic costs, we must acknowledge the personal and social 
costs measured in both lives and human potential lost, as well as diminished eco- 
nomic opportunity and well-being. 

The current human cost is staggering. As measured by the National Survey on 
Drug Use and Health (NSDUH), in 2013, American Indians and Alaskan Natives 
had the highest rate of substance abuse or dependence when compared to other ra- 
cial or ethnic groups. The percentage who needed treatment for an alcohol or illicit 
drug use problem in the past year was nearly 88 percent higher than the national 
average for adults. 

Such high rates of abuse/dependence are linked with a host of health problems, 
including premature death. Yet the Substance Abuse and Mental Health Services 
Administration (SAMHSA) of the Health and Human Services Department (HHS) 
reports that Native Americans and Alaskan Natives are not well served by the pub- 
lically-funded health care system. For instance, they are three times more likely 
than whites to lack health insurance, with approximately 57 percent depending on 
the Indian Health Service for treatment care. 

While the Affordable Care Act allows for enrollment in state exchanges for Na- 
tives, a 2004 study in the American Journal of Public Health found that less than 
half of low-income uninsured Native Americans/Native Alaskan had access to Indian 
Health Service care. ^ 

The American Psychiatric Association Fact Sheet on Mental Health Disparities 
American Indians and Alaskan Natives summarized what we know all too well 
about the struggle of Native communities. Natives are twice as likely to live in pov- 
erty than the rest of the US population, have lower life expectancy, higher infant 
mortality, and two and a half times the rate of violent victimization faced by whites. 
They face significantly higher rates of death from tuberculosis, diabetes, uninten- 
tional injury, while d3dng from alcohol-related causes at significantly higher rates 
than the national average. 

In 2008, the Centers for Disease Control and Prevention (CDC) released a report 
finding nearly 12 percent of deaths, between 2001 and 2005, among Native Ameri- 
cans/Alaskan Natives to be alcohol related, compared to 3.3 percent nationally."^ Fi- 
nally, suicide is the second leading cause of death for those between ten and thirty- 
four years of age. 


2 http: I ! www.justice.gov / archive ! ndic / pubs44/44731 / 44731p.pdf 
^ http: ! I www.ncbi. nlm.nih.gov / pnic I articles ! PMC 1449826 ! 

‘thttp:! ! www.nbcnews.com I id ! 26439767 ! ns ! health-addictions ! t ! native-american-deaths-al- 
cohol-related / #.VbOpcVy76fR 
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According to the White House 2014 Native Youth Report, more than one in three 
Native youth live in poverty, while their rate of high school graduation (67 percent) 
is the lowest of any racial/ethnic group across all schools, falling to 63 percent for 
Bureau of Indian Education schools, compared to a nationwide rate of 80 percent 
graduation. 

The lessons are painfully clear. In regards to the substance abuse of Native Amer- 
icans, there is one thing that we must do, and one thing that we must not do. 

Finding ways to increase resources for substance abuse treatment is the critical 
one thing that we need to advance. Targeted, culturally-competent, and tailored spe- 
cialty treatment drug and alcohol programs, especially for youth, are urgently need- 
ed. 

Even with expanded potential health care access offered under the Affordable 
Care Act, substance abuse treatment parity will be difficult to obtain in reality. Re- 
gardless of insurance coverage, insufficient access to treatment providers, both phy- 
sicians and treatment facilities, will hinder the actual delivery of services. 

And now the thing that we must not do: either willfully or inadvertently increase 
the burden in their lives by making things worse. For instance, allowing the cultiva- 
tion, production, and sale of marijuana on Native lands, either through programs 
of so-called medical marijuana dispensing or by outright commercial legalization, 
would be perversely the wrong thing to do, and would actively foster harm. 

This preventable harm would begin with increased drug availability, use, and ad- 
diction and all the related threats they pose to public health. It will also create 
greater threats to public safety by increasing the risk of enhanced drug smuggling 
and black market activities by criminal organizations. Additionally, there is a seri- 
ous risk of corruption and loss of integrity for banking and governance through the 
presence of a cash business illegal at the federal level. 

These threats would affect Native peoples, as well as neighboring non-Native com- 
munities. 

Some have argued that Native communities might benefit economically from 
being allowed to operate commercial operations involving marijuana, the cultivation 
and sale of which might generate jobs and tax revenue for those on Reservations. 
It is my judgment that such benefits are illusory, and that whatever economic ben- 
efit is promised will be overwhelmed by the accompanying criminal justice and pub- 
lic health costs that will accrue to communities that pursue such paths. 

Experience has shown us that in the presence of legalized marijuana markets, 
price declines, availability increases, prevalence rates rise, and one still finds the 
operation of a criminal black market. Potential financial savings from legalization 
and taxation fail to account for the economic and social costs of drug use. As a 
RAND Corporation study argued, legal marijuana places a dual burden on tribal 
governments of regulating the new legal market while continuing to pay for the neg- 
ative effects associated with the underground market, which likely will be enhanced 
in the legalized environment. ® 

There is a basis for my doubts concerning net benefits found in studies of alcohol 
markets. Some studies® have estimated, for 2009 dollars, that federal and state rev- 
enues from alcohol sales total no more than six percent of the $237.8 billion in alco- 
hol-related costs from health care, treatment services, lost productivity and criminal 
justice imposed by alcohol use. 

Similar ratios can be expected for any commercial marijuana market. We have 
learned already from our experience in Colorado that users will evade regulated tax- 
ation schemes, and whatever revenue is attained will be swamped by the accom- 
panying costs associated with drug use. In circumstances where treatment resources 
are already inadequate, and facing a population already at great risk for negative 
consequences, the promise of revenue and benefit for these communities is a mis- 
guided hope. 

Simply put, offering more drugs is a bad bargain, especially for communities al- 
ready struggling under the weight of history, oppression, marginalization, and im- 
poverishment. 

Further, Native communities that might chose to engage in marijuana cultivation 
and production will face additional negative impact on their already stressed envi- 
ronment. Marijuana cultivation results in chemical contamination, degraded water 
supplies, elimination of native vegetation, wildlife alteration, toxic wastes and gar- 
bage, food chain contamination, and wildfire risks, according to studies by the Na- 
tional Park Service of the Department of the Interior. 


^http:! I www.ratid.org ! content ! dam ! ratid ! pubs ! testimonies ! 2009 ! RAND CT334.pdf 

^ http: I / www.ajpmonline.org ! article ! 80749-3797(11)00538-1 Ifulltext 
https:! I www.whitehouse.gov I ondcp / frequently-asked-questions-and-facts-about-marijuana 
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These negative effects and costs would come in addition to current degradation 
of Native lands associated with the operations of criminal organizations, which cur- 
rently traffic marijuana and other drugs through Native territory, often with legal 
impunity because of jurisdictional complexities. 

And now let us turn in greater detail to the specifically human cost, especially 
to youth. Marijuana is the most widely-used illegal drug in the United States, and 
the health impairments associated with this drug, especially in newer high potency 
forms, are well known. 

Yet the Department of Justice (DOJ) has issued a determination that Native 
American reservations may become centers for “legal” marijuana sales and use, not- 
withstanding that this policy stands in stark violation of the federal Controlled Sub- 
stances Act. ® 

The Attorney General’s subcommittee on Native American issues has proposed to 
allow growing or selling marijuana on “sovereign” lands, even if encompassing state 
law, as well as federal law, prohibit the practice. Moreover, DOJ has expressed that 
there will be no federal law enforcement on their lands if a tribe does express oppo- 
sition. 

This new push for expanding marijuana use is legally suspect on many grounds. 
Prior DOJ memoranda suspending enforcement of federal law, such as in Colorado, 
were contingent on the alignment of marijuana sales and use with prevailing state 
laws or regulatory regimes. But Native reservations are not legally equivalent to 
statesd rather, they are “dependent domestic sovereigns,” broadly subject to federal 
law. Hence, the proposal appears contradictory on the face of it. 

But there is worse in store. The impact on both Native Americans and upon the 
broader principles of political and economic integrity is deeply damaging. 

Native history teaches that they have suffered as much from well intentioned but 
devastating policies offered by “friends” as they have from the malign attacks from 
those who sought to destroy their cultures. 

In addition to the damage from addiction, there is damage to the wider commu- 
nity. Internationally, “legal” drug markets are known to be accompanied by orga- 
nized crime,® prostitution, theft, violent coercion, neighborhood degradation, and 
economic loss, as documented by the Netherlands’ “cannabis cafes.” Meanwhile, 
Colorado is already experiencing law suits filed by businesses claiming harm from 
marijuana sales operations, based on racketeering and organized crime statutes. 

There is the threat to Native lives from ongoing substance abuse, which shows 
a history of degradation, violence, and pathology for First Americans. As we have 
seen, alcohol and marijuana abuse is pronounced, while heroin and methamphet- 
amine are established criminal threats, especially for tribes adjacent to Southwest 
Border smuggling routes, which exploit the interstitial nature of Reservation bound- 
aries and competing jurisdictions. 

Let me conclude with a brief review of recent studies of marijuana use in associa- 
tion with negative health and criminal justice outcomes, associations that are of 
particular pertinence to Native populations. 

As reported by the Washington Post, last year Congress approved a law that 
for the first time will allow Indian tribes to prosecute certain crimes of domestic vio- 
lence committed by non-Indians in Indian country. The Justice Department an- 
nounced it had chosen three tribes for a pilot project to assert the new authority. 

In 1978, in a case widely know in Indian country as “Oliphant,” the Supreme 
Court held that Indian tribes had no legal jurisdiction to prosecute non-Indians who 
committed crimes on reservations. Even a violent crime committed by a non-Indian 
husband against his Indian wife in their home on the reservation could not be pros- 
ecuted by the tribe. 

While it is laudable to have domestic violence addressed, there is a striking irony 
when seen in relation to the proposed marijuana measure. A recent study of factors 


shttp:! ! www.latimes.com I business ! la-fi-marijuana-indians-20141211-story.html 

^httpit / www.dutchamsterdam.nl 1 686-amsterdam-co/feeshops-organized-crime 

^^hhttps:/ ! www.washingtonpost.com ! world ! europe ! new-law-threatens-amsterdams-cannabis- 

culture 1 2012 105103 lgIQAvQ570T story .html 

http : / / WWW. washingtonpost.com / blogs / govbeat / wp 120151 02/181 group-opposed-to-legal- 
marijuana-plans-to-sue-colorado-and-industry-participants / 

12 https: I ! WWW. washingtonpost.com / world / national-security / new-law-offers-a-sliver-of-protec- 
tion-to-abused-native-american-women / 2014 / 02 / 08 / 0466dlae-8f73-lle3-84el- 
27626c5ef5fb story.html 

12 http: / / www.justice.gov ! tribal / violence-against-women-act-vawa-reauthorization-2013-0 
1^ https: / / WWW. washingtonpost.com / world / mitional-security/3-tribes-authorized-to-prosecute- 
ncn-notive-american-men-in-domestic-violence-cases / 2014 / 02 / 06 / 27bcl044-8f58-lle3-h46a- 
5a3d0d2130da story.html 

12 https: / / supreme. justia. com I cases! federal / us / 435 / 191 / case.html 
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driving domestic violence found that consistent use of marijuana in adolescence was 
the single most predictive factor examined, 

How could it possibly help the tragedy of domestic partner violence to increase 
access and use of marijuana? 

Sadly, very similar questions can be asked regarding the association of marijuana 
use explicitly with the social and public health threats faced by Native communities. 
Alcohol and drunk driving are already threats faced on many Reservations. Yet a 
recent study found that concurrent marijuana use worsened these risks, approxi- 
mately doubling the odds of drunk driving, social consequences, and harms to self. 

Native youth are at particular risk of suicide. Yet perversely, an increase in suici- 
dal ideation is associated with all levels of marijuana use, regardless of duration, 

Faced with sexual abuse and unintended pregnancy, tribes should know that in 
a study of African American girls, use of marijuana at last episode of sex is associ- 
ated, for youth, with non-use of condoms, acquisition of sexually transmitted dis- 
eases (STD), and unintended pregnancy, 

And in the context of the unemployment challenges faced by many tribes, accord- 
ing to recent research, chronic use of marijuana increases the risk of unemploy- 
ment. 

These are just a few of the recent findings, supplementing a well-established host 
of research results showing marijuana use, particularly in adolescence, associated 
with serious psychological problems, such as schizophrenia, depression, and psy- 
chosis, including findings that marijuana use is associated with a greater than 60 
percent increase in school drop out risk, 

How conceivably could adding increased supply (and acceptability) of an addictive 
drug associated with psychosis, IQ and learning loss, increased susceptibility to sui- 
cide, school failure and greater need for drug treatment, be anything other than a 
needless disaster?®® 

But there is another threat emerging, one that portends to affect all Americans. 
Consider that Southern California alone is home to nearly 30 recognized Indian 
tribes, with a total population of nearly 200,000. Were they to become purveyors of 
marijuana, by the experience of Colorado, they could quickly become “smuggling 
centers” for black market marijuana distribution to surrounding communities and 
states. 

Reservation boundaries could turn into “domestic borders” comparable to inter- 
national borders, where drug operations by criminal organizations thrive in driving 
illegal cultivation and trafficking. 

This also presents an obvious course for fueling corruption in reservation politics, 
and equally worrying, U.S. financial affairs, for the emerging market in illicit drugs 
threatens our economic integrity nationwide. Not only has the DOJ set about dis- 
mantling, in states that have legalized, basic banking and money-laundering protec- 
tions against criminal organizations penetrating the financial system, ®® there is fur- 
ther risk from another center of illicit finance and money-laundering: The cash busi- 
ness of casinos. 

There are nearly 500 Indian “gaming” operations found in nearly 30 states, ®^ and 
while the revenues are great (estimated at $27 billion annually), many are in seri- 
ous debt. ®® What would another cash business, dealing in addiction and in violation 
of federal law, presumably paying no federal taxes, do to tribal integrity? What 
could this contribute to the power of transnational criminal cartels? 

Already, marijuana-related law firms from Colorado are guiding those tribes with 
casinos in setting up high-potency marijuana operations. ®® The potential for public 
corruption is high, as is the certainty of increased suffering within America’s Native 
communities. 

In conclusion, it is clear that we need an integrated substance abuse strategy for 
responding to the current health crisis faced by Native Americans, and that re- 
sponse must include greater support for prevention and treatment programs. 


^^http:/ / jiv.sagepub.com I content / 27 / 8 / 1562. abstract 
http: / I onlinelibrary. wiley. com/doi ! 10.1111 jacer. 12698 ! abstract 
^^http:/ ! wwiv.ncbi.rilm.nih.gov ! pubmed ! 25772435 
http: / / WWW. ncbi.nlm.nih.gov I pubmed / 25929200) 

2 ® http: / / WWW. ncbi.nlm.nih.gov I pubmed 125955962 
http: I ! www.hudson.org ! research ! 11298-marijuana-and-sehoQl- failure 
22 http : / / www.hudson.org ! research / 1 0777-why-we-believe-marijuana-is-dangerous 

^^http:! I www.fincen.gov ! statutes regs/guidance/pdf/FIN-2014— G001.pdf 
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In addition to the traditional threat of alcohol, Native communities today are at 
risk from rising heroin and methamphetamine use and the presence of criminal op- 
erations within their borders. These are extremely tough challenges. But one thing 
that is directly in our hands is to refuse to do greater harm. 

It should be painfully clear that greater harm is precisely the most likely outcome 
from increased access and availability of high-potency marijuana in Native commu- 
nities. It would be irresponsible of us to allow this to happen. 

Thank you. 

The Chairman. Thank you very much for your testimony and for 
your passion. Thank you, Mr. Walters. 

Now, Sunny Goggles. 

STATEMENT OF SUNNY GOGGLES, DIRECTOR, WHITE 

BUFFALO RECOVERY PROGRAM, ARAPAHO TRIBE, WIND 

RIVER RESERVATION 

Ms. Goggles. Thank you to Chairman Barrasso and Committee 
members for inviting me to testify on this important subject. I 
come to you from one of the most beautiful places in the world, The 
Wind River Reservation in Wyoming. Our community is rich in cul- 
ture and tradition and we are blessed with our youth shining with 
promise and potential. And we are struggling. 

We suffer high rates of alcohol and drug abuse as well as unem- 
ployment and poverty. Our beautiful community has been classified 
as notorious, deadly and renowned for brutal crime in the media. 
We directly see and feel the cost of alcohol and drug abuse in our 
community. 

Many times we think of the cost of alcohol and drug abuse and 
we focus on the financial costs. We consider how much money we 
are spending on the justice system, including law enforcement, 
courts and corrections. On Wind River, over 90 percent of the crime 
is drug and alcohol related. There are also the costs to victims of 
crime, property destruction and theft. 

In 2014, a victim incurred over $500,000 of medical costs from 
one single incident. Medical costs related to alcohol and drug abuse 
deplete already limited resources in our community. On Wind 
River, those high-cost patients that abuse alcohol and tobacco out- 
number patients who do not use 16 to 5. High-cost patients are 
those that incur over $100,000 of expenses in a year. 

Employers lose thousands of dollars a year due to high turnover 
rates in our community. There is an increase in the rate of illness 
and job abandonment due to alcohol and drugs. If a person is will- 
ing to get help, the cost of treatment includes the average stay of 
inpatient at $450 a day. For a stay of 90 days for one person, it 
is over $40,000. 

In 2014, at the White Buffalo Recovery Program in Arapaho, we 
served over 100 individuals. The cost is $4 million to accommodate 
this need. This is not considering the cost of transportation to and 
from the closest inpatient facility, which is 264 miles away from 
our community. Families who would like to participate and support 
an individual must travel these distances also. 

Many of these individuals have always lived on the reservation 
in which they are the majority. We place them in these facilities 
where they are subject to a minority experience for months. Facili- 
ties are limited in knowledge and understanding of Native culture 
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and tradition and treatment is a difficult process. We expect some- 
body to change their life in a matter of months. 

Alcohol and drug abuse is not limited to the person. Children, 
parents, grandparents, aunts and uncles suffer the costs of their 
family members’ abuse. It is overwhelming to watch a family mem- 
ber destroy their life with alcohol and drugs. This can lead to fam- 
ily members felling anxiety, fear, anger, concern, embarrassment or 
guilt and shame. 

Due to the correlation with violence, many families are subject 
to trauma from witnessing violence or being subject to physical or 
sexual abuse. This adds pressure to the limited resources of mental 
health services and social services. 

One of the most devastating costs is the human cost, the loss of 
life which can never be included in an additional line item on next 
year’s budget. No amount of funding can replace this cost. On Wind 
River, 76 percent of unnatural deaths, such as accidents, suicide 
and homicide, are alcohol and drug related. Alcohol and drug use 
increases the odds of death 16.9 times and equals 42.3 years of life 
lost in our community. 

Cancer, heart disease, cirrhosis and diabetes are also major 
causes of death to our tribal population in Wyoming, and are di- 
rectly related to or contributed to by substance abuse. Individuals 
that use alcohol are more likely to die at 35 to 39 years of age on 
Wind River. Based on mortality rates in our close-knit community, 
we lose a life nearly every week of the year. The loss of life contrib- 
utes to more trauma on our families and our community. The loss 
of a tribal member is also a cost to our language, our culture, our 
traditions and our future. 

It is disheartening to think of all these costs to a real life, espe- 
cially because it is preventable. Thank you. 

[The prepared testimony of Ms. Goggles follows:] 

Prepared Statement of Sunny Goggles, Director, White Buffalo Recovery 
Program, Arapaho Tribe, Wind River Reservation 

Tous’ Neneeninoo Nii’eihii Honobetouu. Thank you to Chairman Barrasso and 
committee members for inviting me to testify on this important subject. I come to 
you from one of the most beautiful places in the world, the Wind River Reservation 
in Wyoming. My community is rich in culture and tradition. We are blessed as our 
youth shine with promise and potential. 

And we are struggling. We suffer high rates of alcohol and drug abuse as well 
as unemployment and poverty. Our beautiful community has heen classified as “no- 
torious”, “deadly” and “renowned for hrutal crime” in the media. We directly see and 
feel the costs of alcohol and drug abuse on our community. 

Many times when we think about the costs of alcohol and drug abuse we focus 
on the financial costs. We consider how much money we are spending on the justice 
system including law enforcement, courts and corrections. On Wind River over nine- 
ty percent 90 percent of the crime is drug and alcohol related. There are also the 
costs on victims of crime, property destruction and theft. In 2014 a victim incurred 
over $500,000 dollars of medical costs in one single incident. 

Medical costs related to alcohol and drug abuse deplete already limited resources 
in our community. On Wind River those high cost patients that abuse alcohol and 
tobacco outnumber patients who do not use, 116 to 5. High cost patients are those 
who incur more than $100,000 of expenses in a year. 

Employers loose thousands of dollars a year due to high turnover rates in our 
community. There is an increase in the rate of illness and job abandonment due to 
alcohol and drugs. 

If a person is willing to get help, the cost of treatment services include the aver- 
age stay in inpatient at $450 per day. For a stay of ninety days for one person is 
over $40,000. In 2014 at the White Buffalo Recovery program in Arapaho, we served 
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over 100 individuals that were in need of this level of care. The cost is four million 
dollars to accommodate this need. This is not considering the cost of transportation 
to and from the closest inpatient facility which is 264 miles from our community. 
Families that would like to participate and support an individual must travel these 
distances also. Many of these individuals have always lived on the reservation in 
which they are a majority. We place them in the facilities where they are subject 
to a minority experience for months. Facilities are limited in knowledge and under- 
standing of Native culture and tradition. And treatment is a difficult process. We 
expect someone to change their life in a matter of months. 

Alcohol and drug abuse is not limited to the person. Children, parents, grand- 
parents, aunts and uncles suffer the costs of their family member’s abuse. It is over- 
whelming to watch a family member destroy their life with alcohol and drugs. This 
can lead to family members feeling anxiety, fear, anger, concern, embarrassment 
and guilt or shame. Due to the correlation with violence many families are subject 
to trauma from witnessing violence or being subject to physical or sexual abuse. 
This adds pressure to the limited resources for mental health services and social 
services. 

One of the most devastating costs is the human cost. The loss of life which can 
never be included in an additional line item on next year’s budget. No amount of 
funding can replace this cost. On Wind River 76 percent of unnatural deaths such 
as accidents, suicide and homicide are alcohol and drug related. Alcohol and drug 
use increase the odds of death 16.9 times and equal 42.3 years of life lost in our 
community. 

Cancer, Heart Disease, Cirrhosis and Diabetes are also major causes of death to 
the tribal population in Wyoming and are directly related to or contributed to by 
substance abuse. Individuals that use alcohol are more likely to die at 35 to 39 
years of age on Wind River. Based on mortality rates in our close knit community 
we lose a life nearly every week of the year. 

The loss of life contributes to more trauma on our families and community. The 
loss of a tribal member is also a cost of our language and culture, our traditions 
and our future. It’s disheartening to think of all the costs to our way of life, espe- 
cially because it is preventable. 

The Chairman. I want to thank you for sharing all of that infor- 
mation and for your very thoughtful testimony. We appreciate your 
comments and we are happy to have everyone here today. 

We are going to start with a series of questions. I would like to 
start with Senator Hoeven. 

STATEMENT OF HON. JOHN HOEVEN, 

U.S. SENATOR FROM NORTH DAKOTA 

Senator Hoeven. Thank you, Mr. Chairman. I would like to 
thank all the witnesses for being here with us today. 

I would like to start with Mr. McSwain. My question to you is, 
when dealing with the challenges of drug abuse, particularly in the 
Native American community, very often we are talking about rural 
areas. What is IHS doing and what can IHS do to provide services 
to deal with substance abuse and treatment in these rural areas? 

Mr. McSwain. Thank you. Senator. I believe that, well, I actually 
don’t believe, but we are in fact addressing it through a number 
of programs we have. Certainly the alcohol and substance abuse 
programs that we have put in the communities to provide services, 
we actually have in many cases clinics and hospitals and health 
centers that are in rural America whereby we provide behavioral 
health services. 

We have a number of programs that we have actually addressed. 
It is a great question from the standpoint of, we are doing a lot of 
treating. We are a health care delivery system, so we treat a lot 
of folks who hit our system. 

The biggest thing that we are working on now is on the preven- 
tion side. That is our meth-suicide prevention initiative program 
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that is actually providing behavioral and the prevention side of the 
equation. But to provide care through our health care system. 

It is a growing issue for us, because we are doing basically health 
care, ambulatory and inpatient care. But now the growing need to 
address behavioral health is a challenge for us, simply because we 
need to have trained health care professionals to help us in that 
regard. 

Senator Hoeven. The statistics I have, in 2012, over 20 percent 
of Native American youth were using alcohol. Twelve percent of 
Native American youth over the age of 12 were using illegal drugs 
in 2013. So clearly more needs to be done. 

What do we need to do? One, two, maybe three steps, what needs 
to happen? 

Mr. McSwain. I believe that one of the things we need to do is 
engage the youth. The one thing that we haven’t done and we need 
to do as a system, whether it is IHS or SAMHSA or other Federal 
agencies, actually need to, and I think that, well, number one, our 
budget for 2016 has a generation indigenous initiative for actually 
addressing youth mental health issues. That budget piece for us is 
$25 million. SAMHSA has $25 million. And between the two of us 
we are putting those resources toward youth. 

Senator Hoeven. Well, let me come at it this way. I am going 
ask all of you, what is the number one thing we need to be doing? 
And is there agreement on it? What can make this better? What 
is the one thing you would say should be done? I know there are 
a lot of things, but what is the first thing you would do? 

Mr. McSwain. The first thing we need to do is engage the youth. 

Senator Hoeven. And that means? 

Mr. McSwain. That means talking to them, because they will tell 
us what they need. 

Senator Hoeven. I would like to ask each witness to comment 
on that. 

Mr. McSwain. That would be my response, is to engage the 
youth in a conversation about what help they need as opposed to 
us simply telling them what we think they need. 

Senator Hoeven. I would ask each of the witnesses to react to 
that. And fairly briefly, I am limited here on time. 

Ms. Beadle. Thank you. Senator. 

I would agree with Mr. McSwain. I think the critical issue is the 
fact that Native communities are relatively young in age. If we 
don’t engage the youth in identifying the critical things that must 
be done, we are not going to get anywhere. The funding is limited. 
We have tried very hard to coordinate with one another. I think we 
are doing some great things, we are doing a lot of work. But we 
have to bring the youth in. 

We also have to work with tribal leaders differently. They have 
asked SAMHSA to work with them differently on their programs. 
As an agency, we have increased the amount of funding that is 
going to tribal communities. 

The question now is how will we bring those resources together 
to be as effective as possible. I think the chairman talked about the 
limited resources that there are available. But it is that connection 
of those resources, because tribes have funds, the Federal govern- 
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ment has funds, States have funds and other community organiza- 
tions have funds. 

The question that we are grappling with now is how do we im- 
prove the coordination and work together differently to maximize 
and leverage those funds. They are not going to grow. So part of 
the solution the tribal leaders have come to us about is working to- 
gether differently. 

Senator Hoeven. Ms. Benjamin? 

Ms. Benjamin. The Mille Lacs Band of Ojibwe, what I know is 
when we have young men coming from prison, and if they connect 
to the spiritual and cultural aspects of the reservation, they seem 
to really focus on taking the right path. So anything that we have 
to do has to be culturally specific to our communities, because the 
way we communicate and the way they can get to the inner spirit 
has to be through that language and that culture. That has to be 
the basis for anything that we do, whatever program it is. They 
have to be able to communicate in a way and educate in a way that 
they understand. 

That is, for the Mille Lacs Band, that you have to think like an 
Anishinaabe or an Ojibwe, then you can understand and move for- 
ward. 

Senator Hoeven. Mr. Walters? 

Mr. Walters. I’m more practical on some of these specific things. 
I think we are, given the magnitude of the problem and the use 
rates you see here, you must try to help do screening in health care 
system. We have not adequately dealt with the stigma we have in 
society for substance abuse. We have to understand that it is a dis- 
ease. We have to understand it is a disease we can treat. We have 
to understand it is a disease we can screen for in routine medical 
care, wellness care and routine health care. 

We have introduced some of those programs in the past, sup- 
ported by the Federal Government as models. They ought to be 
routine in the medical system. The rates of involvement that you 
see in Indian Country dwarf anything you see in almost any other 
community in the United States. There ought to be an automatic 
screening. It would be confidential. 

Then you need to also obviously build the infrastructure that is 
culturally appropriate to refer families and individuals to both 
early intervention care, which may be before somebody gets heavily 
involved and addicted, or when they are addicted refer them into 
care. But you need an intake system that is going to be systematic 
and comprehensive. The health care system needs to do that and 
you may want to encourage screening on a wider level to get people 
into care. 

Now, that is going to obviously display the fact that you don’t 
have infrastructure to care for everybody. But right now, you don’t 
have the infrastructure and nobody is screening. Let’s create a 
drive to create the infrastructure to save lives and not watch peo- 
ple die at higher rates. 

Look, what you are hearing here and what you already know as 
the members of this Committee is the system is failing here. It is 
not close. It is getting worse at a very great rate, especially in some 
of these communities. It is not uniform, but right now, the status 
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quo is not sustainable. And it is only because people don’t hear 
these cries that it hasn’t become more of an outrage. 

Senator Hoeven. Mr. Chairman, do I have time to finish or shall 
I relinquish? 

The Chairman. No, no, please, go right ahead. Let me ask Sen- 
ator Franken if it is okay with him. 

Senator Franken. Absolutely. 

Ms. Goggles. I just wanted to say, our youth are our resource. 
I have amazing youth back at home and we are utilizing them to 
be peer mentors for our younger people. Because we are seeing a 
lot of our youth actually start around nine or ten years old. So we 
are really focusing on using those teenagers who are sober, who are 
following their culture. I really believe that we have to integrate 
that cultural part of it. 

But we can work with the youth as much as we can, but if we 
don’t have the parents on board, they are going back home to a 
really toxic environment. So it has to be a family approach. We 
have to look at the youth, we have to look at the adults and utilize 
those resources that we have available. Thank you. 

Senator Hoeven. Thank you. Interesting, the dialogue and 
screening, interesting that those two come up together. Seems one 
would generate a lot of the other. So thank you. 

The Chairman. Thank you. Senator Hoeven. 

Senator Franken? 

Senator Franken. I am struck with how, when we have hearings 
on youth suicide, when we have this hearing, and you start to get 
asked what is the first step. Of course, that is a very logical ques- 
tion. And you just realize how big and endless and circular these 
problems are. 

Because when you go to youth, the first thing I would like to do 
is give youth hope. And that means having economic activity, that 
means having housing and it means not being witness to other 
pathologies like abuse and neglect, violence. 

So this again, we are faced with this. I want to say this one more 
time to all of us on this Committee. We need to be ambassadors 
to the rest of the Senate and tell them the scale of the problems 
in Indian Country. Because every time we start talking about re- 
sources, it is woefully inadequate. The problems are so cyclical. 

I went to a rehab, Oshki Manidoo, in Bemidji, that is for White 
Earth, they are also a band of the Ojibwe. I have been to a number 
of rehabs in my life. I have never seen, this is for young people, 
I had never seen a more bummed out group at a rehab. Most peo- 
ple at rehabs are hopeful, they are happy, they have finally, wheth- 
er they make it or not, at this point there is some hope. Every one 
of these kids, I asked them, started using with their parents. 

So Melanie, thank you for your testimony, all of you, thank you, 
especially Ms. Goggles, and you too, Mr. Walters. You talked in 
your testimony about a number of things, a lot about opiates, a lot 
of kids being born, a lot of babies being born addicted to opiates. 
You talked about Project Child and HCMC, Hennepin County Med- 
ical Center. They seem to be having a lot of success in taking these 
moms and intervening so that the babies aren’t born addicted. Is 
that right? 
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That is with the general population and not an Indian popu- 
lation. Because you talk about the culturally, using a cultural ele- 
ment in the treatment. What does that look like? What does it feel 
like? Obviously AA and any of those kinds of things, it is a spir- 
itual program. So is that part of it? That is what you were saying. 

Ms. Benjamin. We do look at the Anishinaabe or the Ojibwe. 
There is a way of how to get to our spirit. Over the centuries that 
that inner strength, that self-esteem that we have as Anishinaabe 
has been taken away from us. Through just endless land steals, 
racism, lack of good housing, things of that sort over the years of 
living on the reservation. Also, a lot of the religions had to go un- 
derground. You couldn’t practice your religion out in the open be- 
cause you were arrested, you were just made to feel terrible for 
practicing your own religion. 

I think that spirituality has been put down and kept down. But 
if we can bring that back through cultural programs and give that 
worth back to the people as tribal governments, provide some op- 
portunities for economic development, education, good health care, 
good housing, that we can start to see success in a lot of these neg- 
ative social behaviors. 

Senator Franken. Let me ask anybody here, is there any data 
on culturally inclusive treatment? And if there isn’t, shouldn’t 
there be? Shouldn’t we be collecting data on what works? Does any- 
body have any knowledge of whether that has been done? 

Mr. Walters. Senator, yes and no. There has been some par- 
ticular evaluations on programs. The Administration I served in, 
we started a program that was referred to in earlier testimony and 
still exists, screening, brief interventions, referral treatments, so 
there was a screening program. But there is also a program called 
Access to Recovery based on the view that it is not just the imme- 
diate 28 days or whatever, but part of the recovery process, espe- 
cially for people who are heavily involved. It becomes a process of 
re-entry, sometimes job training, sometimes family support and a 
variety of other things. It needs to be wrapped together. 

We did a series of test sites. Two of them were in California and 
involved Native tribes that ran these programs. There should be 
evaluation. It was started near the end, but there should be eval- 
uation data on all those. 

But all these programs ought to be producing more evaluation. 
We say that, we don’t require it. We are paying in health care now 
for more and more information about how well providers are pro- 
viding. It is important to have tailored programs for Native peo- 
ples. 

But there also are going to be good and bad programs in that 
mix. So I think what you want to have is established criteria that 
you can use and you can look at, because then you can also make 
the case to your fellow members, everybody wants more money for 
programs. You have a better case for things that are working. 

So it doesn’t help the recipients if they get bad services for the 
money you win for them. 

Senator Franken. I am out of time. Speaking of research, Ms. 
Benjamin, you mentioned metabolizing opiates at a different rates. 
We should be doing research, I assume, on that, in terms of how 
American Indians metabolize that. 
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Thank you, Mr. Chairman, for this very important hearing. 

The Chairman. Thank you. Senator Franken. 

Senator Lankford? 

STATEMENT OF HON. JAMES LANKFORD, 

U.S. SENATOR FROM OKLAHOMA 

Senator Lankford. Thank you, Mr. Chairman. Thank you to all 
the witnesses for coming today and for the conversations. It is ex- 
tremely helpful information. 

Mr. Walters, you raised something in your testimony that has 
been discussed widely, and that is about tribes on tribal lands pro- 
ducing and selling marijuana and trying to decriminalize that. You 
seem to have a fairly strong opinion about that, and I would be in- 
terested to be able to hear more about it. 

Mr. Walters. The Administration has acted, I believe unilater- 
ally, to encourage that option for tribes in the United States. 
Again, you already heard, and as a member of this Committee, you 
already know the damage that substance abuse does in Indian 
Country. The argument about marijuana is very political in this 
Country and I certainly understand that. You live in that environ- 
ment. 

But the facts about marijuana are something that we have a 
blind spot about. My testimony includes a great deal of the infor- 
mation about what now current research is showing. It is all going 
one way. It is worse than we thought. The kind of high potency 
marijuana that is being created by these almost industrial kinds of 
productions you see in Colorado, some of those individuals that 
have started those have now gone into Indian Country, seeking the 
ability to cultivate there. 

It will not only be a much bigger problem among the Native peo- 
ples where it is produced but obviously surrounding areas. It does 
not get rid of the criminal element. The criminal element thrives 
as the industrial production thrives. 

The consequences for health, the consequences for behavior, the 
consequences for failure in school by young people, the con- 
sequences for young people that we see, including as I mentioned 
earlier, it is in my testimony, research showing permanent i.q. loss 
by heavy and continued marijuana use in adolescence and onward. 

But it is tied directly, we think other drugs are more serious, but 
it is tied directly to everything from family violence to now obvi- 
ously impaired driving, but also things like schizophrenia, psy- 
chosis and other serious health problems. And it leads directly into 
poly-drug use, which not only involves alcohol, but obviously it in- 
volves meth, heroin and a whole range of substances. 

Senator Lankford. Can I ask the rest of the panel, do any of you 
believe that if marijuana was decriminalized on the reservation, or 
was allowed to be cultivated and sold in the reservation legally, 
that would help the drug use problem on the reservation or with 
the tribe? Does anyone think that? I would say let the record re- 
flect everyone shook their head. 

This conversation has been amazing to me, the number of people 
that I have heard say, you know what, this is a bad problem be- 
cause people have to do it in secret. And because it is done in se- 
cret and because it is illegal, it is a really bad issue. If we only de- 
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criminalized it, if we only made marijuana legal, then this wouldn’t 
be an issue any more, that this would suddenly be okay. Has any- 
one been able to track marijuana use around reservations around 
States that have decriminalized marijuana? Has that had an effect 
on the amount and the flow that is coming into the reservation 
areas? Yes, ma’am? 

Ms. Goggles. Being from Wyoming, and having Colorado just 
down the road, I can comment on that. We have actually seen a 
dramatic increase in the marijuana use in our community. One 
State legalized marijuana, Colorado. 

But I would also like to add our sixth leading cause of death is 
COPD. So not only our tobacco use is 50 percent, our commercial 
tobacco, so you add marijuana in the mix and it is just adding to 
the COPD cases. 

So we have definitely seen the negative effects, being in Wyo- 
ming and having Colorado legalize. 

Senator Lankford. Any other comments about that? This is a 
big issue Congress has to deal with, obviously. There is an enor- 
mous push to say, you know what, let States decide this, it will 
have no negative effects, they can choose to do what they choose 
to do on it. But the real practical effects on families and on genera- 
tions are pretty traumatic. I think it is us turning a blind eye to 
our responsibility to say, decriminalizing it is no big deal, it is “just 
marijuana,” I am tired of hearing “it is just marijuana” when we 
see our families falling apart and we see i.q. levels dropping and 
productivity dropping and saying “it is just marijuana.” 

So this is a serious issue. I appreciate you all spending your lives 
trying to invest into some of these. 

Ms. Benjamin, I want to ask you about what you are doing. Just 
recently you had a two-day conference, I understand, trying to deal 
with some of the drug issues. How do you evaluate the effective- 
ness for any program, that program in particular, doing a con- 
ference and such? I assume there are going to be multiple steps in 
the process. So how do you track the metrics of that? Is this effec- 
tive? How do you improve for next year and what else needs to be 
done? 

Ms. Benjamin. One of the outcomes from that conference that we 
did for our own reservation members is that there were a lot of 
people in the community, a lot of the women that said, I will do 
whatever I can to help. There have been a lot of support groups 
that have started from just participants, people understand, we 
gave a lot of statistics and what happens. We showed a film of ba- 
bies going through some of the withdrawal, it is pretty devastating. 
We had religious people there as well to support. 

Also, we are looking to do a safe house for pregnant women as 
well. We want to give them the opportunity to let them know that 
we want to help, we don’t want to put them in jail just because 
they are using illegal drugs. A lot of them will not come forward 
and even get prenatal care, because they are afraid of their babies 
and being taken care of So we want to send that message out. 

We have been working with our elders in our community to take 
that stronger leadership role in their families, to make sure that 
whatever assistance they need that we can offer that and provide 
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that for them as well. So we see a little progress and people are 
getting engaged and wanting to be part of the solution. 

Senator Lankford. Thank you. Thanks to all of you as well. I 
yield back. 

The Chairman. Thanks, Senator Lankford. 

Senator Heitkamp? 

STATEMENT OF HON. HEIDI HEITKAMP, 

U.S. SENATOR FROM NORTH DAKOTA 

Senator Heitkamp. Thank you, Mr. Chairman. 

This is a continuation of, I call it the Committee of despair, as 
we continue to see these issues and feel like generation after gen- 
eration we fail. And I don’t mean to pick on you, Mr. McSwain, and 
I know you are acting. But I don’t think there is one Native Amer- 
ican who lives in Indian Country who thinks that Indian Health 
Service is providing any kind of treatment for behavioral and men- 
tal health. Not anyone that I think who lives in North Dakota. 

So when your answer to Senator Hoeven was, you provide treat- 
ment, I am going to ask you a simple question. Every person who 
you are responsible for as a constituent and a patient of Indian 
Health, if they needed behavior and mental health services, would 
they get it from you? 

Mr. McSwain. They could come into the clinic, and whether or 
not we have the professionals there, we have had a real challenge 
in hiring behavioral health professionals. 

Senator Heitkamp. So the answer is no. 

Mr. McSwain. The answer is 

Senator Heitkamp. No. 

Mr. McSwain. — not exactly no. 

Senator Heitkamp. You can’t, it is not even not exactly no, it is 
no. And that is one of the problems. And I completely appreciate 
the health care workforce problem that we have, because it is com- 
bined with a rural workforce health care worker problem that we 
have. So it is extraordinarily difficult. 

But once again, Indian Health, which should be providing treat- 
ment, let’s forget about prevention. I am not even going to put that 
on you. But you should be providing treatment, because we have 
heard here that without families. Senator Franken just told you 
that when he visited a center, all these kids said they started using 
with their parents. 

So if we think we can just visit with kids and that is going to 
solve the problem, kids do what they see, not what they are told. 
And what they see every day, kids who are in this situation, is they 
see a culture of abuse, they see a culture of drug abuse. And they 
feel a lot of despair. So Indian Health has been unrelentingly un- 
able to address health care crises in Indian Country. And this is 
a huge part of it, behavior and mental health. 

So let’s not pretend that we are providing services. The worst 
thing that we can do here is pretend that we are doing the right 
thing. Mr. Walters, I don’t know if you got a page out of my speech- 
es or whatever it is. I think you are trying to speak truth about 
what is actually going on and where we go from here. But one of 
the issues that I have a lot of concern about is, generation after 
generation, and we can talk about generational trauma. This Com- 
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mittee has held a hearing on trauma, and I think there is some 
hope in some of the research. 

But there is an amazing lack of scanning and looking back at 
fetal alcohol effects and fetal alcohol syndrome. We know that one 
of the symptoms of fetal alcohol is really a lack of consequential 
thinking. So while we say, well, why don’t you just get it, that bad 
things happen that you drink and you should just quit drinking, 
well, when you are dealing with somebody who already has a ge- 
netic impairment, it is very difficult. 

So when we are talking about screening, which I thought was an 
excellent point, maybe too late after the fact, if we get them in 
Head Start maybe we have a shot. But what about screening for 
fetal alcohol effect and fetal alcohol syndrome? And what strategies 
would you deploy in terms of treatment? 

Mr. Walters. I agree with you. I think this Committee should 
obviously also include alcohol. What it allows is, it helps people un- 
derstand that this is a disease, so it gets rid of some of the resist- 
ance and shame by having a medical professional say, this is what 
we are doing, this is why we are doing it, and provide some infor- 
mation at the time of the screening. 

But also, you are right, there has to be, when you find a positive, 
you are going to have to have people who are able to do family 
intervention and you have to have people who are going to be able 
to work with people in a way that meets them where they are. 

Now, again, we do have problems in the workforce. But part of 
the reason we can’t get the urgency to get the workforce fixed is 
because we are not presenting people with the number of illnesses. 
We do that with a whole bunch of other diseases. We say, we need 
the capacity to treat this disease at these numbers. And in other 
venues, that is what generates the infrastructure. 

Senator Heitkamp. And when you don’t do that, when you don’t 
recognize you have a problem, then you have no solutions to that. 

Mr. Walters. Right. You are just part of the noise in the budget 
debate and the debate about what the community needs to do. And 
there is a lot of stuff to do. You have to get up to the part of the 
to-do list that gets done. 

I don’t think you have to be the Committee of despair. This can 
be done. It just takes some people who are going to be able to lead. 
And the government has the ability now to show people where this 
is and to reinforce what these people are doing and saying it is a 
priority, in a State, in a region and in the government of the 
United States. You can fix these bureaucracies. It just takes 
enough pressure. 

Senator Heitkamp. I can’t agree with you more. Just a couple 
more points. 

I once went to a high school, it actually was a junior high school. 
I asked how many kids were drinking. This was not a Native 
American school. About 30 percent raised their hand, they reported 
that their friends were drinking, so you can take it from there. I 
said, why are you drinking? The kids started saying, peer groups 
and all this. I said, you are drinking to get high. 

So it is, we need to recognize that there is some amount of sec- 
ondary effect here. This is a very complicated problem. 
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Mr. Walters. But also back to your original point, no matter 
what the demographic, substantial underage drinking, in my expe- 
rience, cannot exist unless adults enable it. 

Senator Heitkamp. I think that is correct. 

Ms. Goggles, your testimony has a huge impact on all of us as 
we kind of look forward. I want to know what kind of services In- 
dian Health could provide at Wind River that could make a dif- 
ference to you that would be altering for your tribe. 

Ms. Goggles. Thank you. I think one of the biggest parts is the 
MSPI program. We utilize MSPI funding to do a horse culture pro- 
gram. It is a way of getting our youth back to utilizing their tradi- 
tional values as far as taking care of their horses. They show them 
how to ride, show them how to take care of them. It is just a really 
good program. It gives our youth an opportunity to get in touch 
with their culture. 

Now the funding is competitive. So that makes things a little bit 
more difficult. I don’t know what these other tribes are doing. 

Senator Heitkamp. To Senator Franken’s point, do you have any 
long-term studies that show that a program like this would actu- 
ally result in a 20, 30 year history of sobriety? 

Ms. Goggles. No, because the program just started this last 
year. 

Senator Heitkamp. That is the problem. 

Ms. Goggles. And the funding actually, that is one of the things, 
though, you fund things for a year, or things are funded for three 
years. You are not going to get long-term funding. 

Senator Heitkamp. We don’t have a strategy, we just have a se- 
ries of events. Right? 

Ms. Goggles. Yes. 

Senator Heitkamp. Thank you, Mr. Chairman, for the extra 
time. 

The Chairman. Thank you. Senator Heitkamp. 

Senator Murkowski? 

STATEMENT OF HON. LISA MURKOWSKI, 

U.S. SENATOR FROM ALASKA 

Senator Murkowski. Thank you, Mr. Chairman, for having yet 
another very important hearing. As I listened to my friend from 
North Dakota, you just kind of get a here we are again feeling of 
despair. I appreciate your saying that we don’t have to be the Com- 
mittee of despair. But I do think that these are problems that we 
recognize we have heen struggling with for generations. 

Despite efforts, we are not making the progress that we should. 
There has been some discussion, and I appreciate what you have 
said about fetal alcohol spectrum and the syndrome. We have actu- 
ally made some headway in Alaska, when it comes to our Alaska 
Native women and the number of children who are being born af- 
flicted with FASD. We are seeing a reduction in the number of 
those afflicted at birth in the Native population. But at the same 
time we are seeing a drawdown there, we are seeing an increase 
in our urban population. So go figure. 

We are not hitting it right if we are not able to make a difference 
across the spectrum when it comes to something that is 100 per- 
cent preventable. This is where I get so, so really distraught talk- 
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ing about fetal alcohol syndrome. We talk a lot here in the Con- 
gress about the diseases that we deal with and the funding that 
we have to do for research. 

There is no research that we need to fund on how to end FASD. 
You just don’t drink when you are pregnant and you will not have 
a child that is afflicted with fetal alcohol spectrum disorder. We 
know how to stop it. Yet we go up and we go down. We are just 
not there yet. 

I think we recognize in Alaska that alcohol is still the substance 
of choice in my State when it comes to just the things that are 
leading to incredibly horrific episodes and destructive behavior. So 
much of our problem is we have our local governments, we have 
our villages that say, we want to control alcohol that comes into 
the community. We vote to be a dry community. And you have 
bootleggers that are coming in, a bottle of liquor that you could get 
for $10 in town you might get a couple hundred for that same bot- 
tle out in a dry village. 

We mentioned the issue of marijuana. Alaska just legalized mari- 
juana and we are in the process now of trying to figure out how 
we as a State regulate it. Well, one of the great issues of discussion 
was, well, what will happen in a village that is cut off from the rest 
of the State, no road access, no access except airplane in and out, 
that is dry when it comes to alcohol? What happens with the issue 
of marijuana? What do we do there? We are still trying to define 
the impact. 

But to Senator Lankford’s question, I don’t think that there is 
anybody who thinks that by making marijuana legal we are going 
to be helping those with substance issues. It is just not possible. 

So I am really very troubled about where we are with our solu- 
tions. We have been operating on a triage basis. We have a situa- 
tion in a southeastern island community where we know the drugs, 
how they are coming in, they are coming in by the mail, we need 
to get cooperation between the Post Office, the DEA. We don’t have 
a magistrate or a judge in the community to issue a search war- 
rant. We literally pull together a SWAT team to make a difference 
in that community. 

We go ahead and we crack the case and we seize the drugs. And 
what happens is we have managed to squeeze balloon over here 
and the drugs next month end up in the next island community. 
We just had a big bust in, again, the island community of Kodiak, 
with a large heroin seizure. It is like a whack-a-mole game, and we 
are not getting ahead of it. 

I met yesterday with the head of the DEA in my office. He re- 
minded me that in many ways, those bad actors, the dealers, they 
look to build a clientele. If you can capture a whole island commu- 
nity that is remote, that can be your customer base. On a reserva- 
tion, to be able to go in and basically get people addicted to your 
drug of choice that you are dealing, knowing that there are no 
treatment facilities either in that area or near that area, you have 
them locked. It is just extraordinarily troubling where we are with 
it. 

I don’t want to talk without asking questions, and I want to go 
to what Senator Heitkamp has raised with you, Mr. McSwain, 
about the trauma issue. There has been a lot of discussion here in 



54 


this Committee, which I appreciate. But when you think about 
what we are dealing with, the levels of abuse, suicide, violence, 
other trauma that we see, and then the linkage between the high 
rates of drug and alcohol abuse, this is something that I do hope 
is being addressed in coordination between the departments. I 
think we like to think that is going on. 

Can you confirm or affirm to me that in fact there is collabora- 
tion going on within the agencies? We require that in the 2010 
Tribal Law and Order Act. We required coordination efforts on al- 
cohol and substance use issues in Indian Country when we ex- 
panded the number of Federal agencies that are involved in it. 

So are you working it and how are you working it? Do you have 
any thoughts that might be helpful as we try to focus further in 
this area? 

Mr. McSwain. Thank you. Senator Murkowski. The answer is 
yes, we are working closely with SAMHSA, we are arm in arm in 
many of the communities that we have addressed. Of course, then, 
across the system, wherever they have a grant program and we are 
present, there is another notice of coordination. Then we reach out 
to our other people. Certainly, as you just referenced, the Tribal 
Law and Order Act, we reach out to our sister agency, the Bureau 
of Indian Affairs and the Bureau of Indian Education. Those kinds 
of discussions are ongoing. 

We are actually partnering, in many respects. I can go example 
by example. A recent one, with Pine Ridge, we are hand in hand 
out there trying to address issues. Now, granted, it is about sui- 
cides. But SAMHSA has a program, we have an installation out 
there, several. So we are working together as to how to make sure 
we can provide all the services available, not only through the 
SAMHSA grant programs but through our direct care program. 

To the extent that we have also implemented tele-behavioral 
health, to make it available into the outlying communities, particu- 
larly a couple of very remote communities on Pine Ridge, that is 
just one example. We have other examples where we are actually 
partnering and working together on substance abuse and mental 
health in those communities. 

We have been doing this for some time. In fact, we meet annu- 
ally. We have an annual conference, have had annual conferences 
to compare best practices. So we will continue that collaboration 
very closely. 

Senator Murkowski. Mr. Chair, thank you for the additional 
time. It is good to hear that the programs are working. 

I remain concerned that everybody has their program and they 
have to defend their program. In order for them to get money for 
the next funding cycle, they have to be able to establish what they 
have done. So the sharing, while it is good in theory, call me a 
skeptic at times, I think it is important that we just keep pressing 
on this if the ultimate goal is to have healthy families, healthy 
communities and not you worry about the funding for your pro- 
gram or the funding for your program, but are we getting results 
at the end of the day. 

That is where I think we come back year after year after year. 
Thank you, Mr. Chairman. 

The Chairman. Thank you. Senator Murkowski. 
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Ms. Beadle, earlier this month, the White House had a Tribal 
Youth Summit. The purpose was to hear from the youth. So I guess 
the question is, what did you learn from them about how to ad- 
dress alcohol and drug abuse? 

Ms. Beadle. Thank you, Mr. Chairman. I have to say that in ad- 
dition to the White House Tribal Youth Conference, there have 
been a number of roundtables with youth. I am glad you raised this 
topic. The youth basically are telling us the same thing wherever 
we go. What they are saying is, they want to be involved. We had 
this conversation earlier today. They believe that they know what 
is right to do in their communities. They believe that other youth 
are talking to each other. They are not going to listen to adults. 

So they want to be part of the solution. And part of the solution 
means incorporating them into some of the programming that gets 
done as a leader. What they have asked SAMHSA to do specifi- 
cally, not just at the White House Tribal Youth Conference, but in 
our own conferences and roundtables, is they want us to bring 
youth together on a national scale to start talking about how we 
establish a nationwide peer support program among youth. 

They think that if we continue down the same path that we have 
been on, which is, we fund programs which are great things and 
not include them at the local level, at the regional level, and at the 
national level, the programs are not going to include their 
thoughts, they are not going to include their solutions. 

So what they are asking us to do is to get them involved. 

The Chairman. Can you point to anything specific that you have 
actually done in addition to that? We bring them all together, and 
I met with the students and young people who have come in from 
Wyoming, heard the same thing. So what is the next step from 
there? 

Ms. Beadle. We have a couple of next steps. We actually are es- 
tablishing what is called the SAMHSA Tribal Youth Leaders, 
which is a cluster of youth from across the Country. What they 
have asked for are specific things. They want leadership training, 
we are going to provide them leadership training. They want train- 
ing in behavioral health. We are going to do that. Some want very 
basic things like very brief intervention type programs. Others 
want to be able to figure out how to make a longer career out of 
it. So we are going to try to get them involved and connected. 
Those are two very concrete things we are going to do over the next 
year. 

The Chairman. In terms of the connection or the continued sup- 
port, how does that work so you can keep them engaged and they 
don’t just feel that they are isolated once they go back home? 

Ms. Beadle. One of the things they have asked us to do as well 
is to help connect them with tribal leaders. I say this very respect- 
fully. The youth were amazing, and what they basically said is, in 
some communities we are acknowledged and we are included in the 
dialogue; in other communities, tribal leaders don’t see us as lead- 
ers as well. So they are asking for Federal agencies, not just 
SAMHSA, to help bring them to the table more locally so that they 
can actually have their voices heard. 

Longer term, we do have a series of programs to support Native 
youth that we are going to try to connect them to so that they are 
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engaged not only in this learning and development progress but 
also in the actual work that is happening in their communities. 

The Chairman. Ms. Goggles, when we met in Wyoming, there 
was a young man who came to testify who was, I think, part of this 
sort of an effort in the community. Could you talk a little bit about 
that and the successes you have seen there? 

Ms. Goggles. I am also an advisor for the Wind River Youth 
Council. The Youth Council was established back in the 1980s 
when we had a rash of suicides. So it has kind of come and gone 
over the years. But I think that is one of the best resources, is our 
youth. We have amazing youth on Wind River, I mean, amazing 
youth. I actually have one with me. She is sitting a couple of rows 
behind me. And I have to embarrass her, because I am her mom. 

But we utilize those resources. We do a lot of peer mentoring. In 
my office right now I have two peer mentors that teach prevention. 
Because they are not going to listen to me. So I have two 20-year 
olds who are trained in mentoring. They go to the schools. I don’t 
go to the schools. Our staff doesn’t go to the schools. It is our 
youth, because they are going to listen to them a lot better than 
they are going to listen to us. 

The Chairman. Mr. Walters, are there any data sets that we can 
put together to see how effective this is? It certainly sounds encour- 
aging. 

Mr. Walters. They don’t exist now, but we certainly could have 
those. We could have the individual sites or schools or communities 
do regular either self-repot surveys or if you screened in the health 
care system you could report what the rates were and you could 
see the difference over time. 

We could measure these effects from a variety of these programs, 
including the early reference to family court and custody cases, 
which have been used in a variety of settings to help get people in 
treatment and try and start breaking the intergenerational cycle 
here. So all these things could be measured, but you have to meas- 
ure the underlying phenomenon first. 

I place some of my emphasis on CDC and the measuring on the 
health side. DEA ought to be forced to do the same thing. DEA 
does not produce national data. It could produce national data. 
Now, in the example of heroin, it hasn’t produced a heroin signa- 
ture report to tell you where the heroin is coming from in months, 
if not years. That report should be out on a quarterly basis, at 
least. 

The State Department has not produced, as far as I can tell, the 
report on heroin production from Mexico. I believe what you are 
seeing now is largely production that is probably an explosion of 
production in Mexico. If it isn’t, then it is an explosion of importing 
from Afghanistan where 90 percent of the heroin is. Let them know 
that. 

But the agencies are not producing the data and providing it to 
you, who have to make decisions, and sharing with the American 
people, who are suffering, to get some idea of who is not doing their 
job or how we can get a better situation. So right now, we are act- 
ing in a way that is more blind than we need to be because infor- 
mation is not being given directly as it should be, even the stuff 
that is already in the pipeline. 
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The Chairman. Thank you. And Mr. McSwain, Ms. Benjamin 
gave us a whole list of wonderful ideas of things that we ought to 
be talking about. Have you taken anything from this that you 
think can be helpful as you work with your folks? 

Mr. McSwain. I do. In fact, the whole business about Ms. Bea- 
dle’s comments about the youth summit, I happened to sit on a 
panel with her. It was interesting to hear, at least the youth, that 
is what caught me earlier, when I said talk to the youth. That was 
my frame of reference. 

Because if you can talk to the youth, and then having said that, 
a recent experience we had was that the youth on Pine Ridge want- 
ed counselors. They used the term, “but not those old codgers.” And 
that notion was younger people who can relate to them. So that is 
part of a takeaway, at least for me, is when we start dealing with 
the youth, American Indian and Alaska Native youth, is to ensure 
that we have a younger set that actually has the ability to relate 
to them. 

I really, back to Senator Heitkamp, I know that we basically pro- 
vide care, but we have been providing grants. I know at the last 
hearing. Senator Murkowski, you were pleased with the progress 
of the MSPI program. I know that what that does is put the capac- 
ity in the communities to have them work from their end. I think 
that is the basis on which we are going to be successful. 

The Chairman. Ms. Goggles, is there anything you would like to 
add in terms of what you see that works, or other things we ought 
to be doing differently, maybe from something you have heard 
today, or something you would like to share with the Committee? 

Ms. Goggles. Thank you. I really want to emphasize the work 
as a family and working on the family as a whole. It is easy to pull 
youth out, provide them a good day, good leadership camp, then 
they go home to a very toxic environment, as I said before. We need 
to work with those parents, those aunties, those grandmas, because 
our family group is not just mom, dad, brother. It is the grandmas, 
it is the aunties, it is everybody else, the uncles. We need to in- 
clude that whole portion in our treatment services, our behavioral 
health services, even our medical services. They need to be in- 
cluded in all this. 

And I really want to emphasize the speaking with youth. They 
have great ideas. They think about how to get out of the box. They 
come up with new ideas. So our youth are an amazing resource. 

The Chairman. Thank you. 

Senator Heitkamp, any additional questions? Senator Mur- 
kowski, anything you would like to add? 

Senator Murkowski. Mr. Chairman, the only thing I would add, 
I noted, Mr. McSwain, your comment about the youth and engage- 
ment. But you specifically said, we need to talk to the youth. I 
think we need to listen to the youth. And I think part of what we 
are dealing with is, we talk to them all the time. I talk to my kids. 
And sometimes they choose to listen. But when I listen to them 
first, that is when we have an exchange that actually makes it 
work. 

I mentioned meeting with the head of the DEA yesterday in my 
office. I had two interns with me. One is from Ketchikan, Ketch- 
ikan has a drug problem down there. One of them is from Un- 
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alaska, two island communities that are dealing with these issues 
of drugs. The comment that I got from hoth of them was, when the 
head of the DEA and you, Senator Murkowski, asked us as young 
women who have just graduated from high school, what we think 
would make a difference in our community, that is empowering. We 
need to rememher to listen to what these young people have to say. 
They are a heck of a lot smarter than we would ever give them 
credit for. 

I appreciate what everybody is trying to do, and we will keep at 
it. Thank you, Mr. Chairman. 

The Chairman. Thank you. I want to thank all of you for being 
here to testify today. The hearing record will be open for two 
weeks. I want to thank all of you for your testimony and our time. 

Since Senator Murkowski mentioned interns, we have a number 
of interns from the Committee. This will be the last hearing of the 
Committee before they head back to college or to their life. I want 
to thank each and every one of the interns for their hard work over 
the summer. I know they are going to continue to work hard as we 
are back in our home districts visiting and listening to what people 
have to say. 

With that, the hearing is adjourned. 

[Whereupon, at 3:57 p.m., the hearing was adjourned.] 



APPENDIX 


Prepared Statement of Lester Secatero, Chairperson, National Indian 
Health Board (NIHB) 

Chairman Barrasso, Vice Chairman Tester and Members of the Committee, thank 
you for holding this important hearing on “The True Costs of Drugs and Alcohol in 
Indian Country”. On behalf of the National Indian Health Board (NIHB) and the 
567 federally recognized Tribes we serve, I submit this testimony for the record. The 
federal promise to provide for the health and welfare of Indian people was made 
long ago. Since the earliest days of the Republic, all branches of the federal govern- 
ment have acknowledged the nation’s obligations to the Tribes and the special trust 
relationship between the United States and Tribes. The United States assumed this 
responsibility through a series of treaties with Tribes, exchanging compensation and 
benefits for Tribal land and peace. 

Of the challenges facing American Indian and Alaska Native (AI/AN) communities 
and people, few challenges are greater or more far reaching than the epidemics of 
alcohol and the abuse of other substances. AI/ANs are consistently over-represented 
in statistics relating to alcohol and substance abuse disorders, deaths (including sui- 
cide and alcohoPsubstance related homicides), family involvement with social and 
child protective services, co-occurring mental health disorders, infant morbidity and 
mortality relating to substance exposure, the diagnosis of Fetal Alcohol Syndrome 
(FAS) and other Fetal Alcohol Spectrum Disorders (FASD), partner violence, diabe- 
tes complications and early onset as a result of alcohol abuse, and other related 
issues. Current alcohol and substance abuse treatment approaches (offered by both 
the Indian Health Service (IHS) and Tribal facilities) employ a variety of treatment 
strategies consistent with evidenced-based approaches to the treatment of substance 
abuse disorders and addictions (such as outpatient group and individual counseling, 
peer counseling, and inpatient/residential placements, etc.) as well as traditional 
healing techniques designed to improve outcomes and align the services provided 
with valuable cultural practices and individual and community identity. IHS-funded 
alcohol and substance abuse programs continue to focus on integrating primary 
care, behavioral health, and alcohol/substance abuse treatment services and pro- 
gramming through the exploration and development of partnerships with stake- 
holder agencies and by establishing and supporting community alliances. Adult and 
youth residential facilities and placement contracts with third party agencies are 
funded through the IHS budget for alcohol and substance abuse treatment; however, 
as a result of diminishing resources, placement and treatment decisions are often 
attributed more to funding availability than to clinical findings. 

Costs of Drugs and Alcohol in Indian Country 

Current research indicates that 64.8 percent of American Indians or Alaska Na- 
tives have used illicit drugs in their lifetimes while 27.1 percent have used in the 
past year. These drastic numbers mean that almost two thirds of the AI/AN popu- 
lation has been exposed to addictive and illicit drugs. According to the California 
Tribal Behavioral Risk Surveillance System survey, 39 percent of AI/AN respond- 
ents reported heavy alcohol consumption within the past 30 days, compared to the 
national average of 24 percent. 

According to a study in 2009, ^ AI/ANs were almost twice as likely to need treat- 
ment for alcohol and illicit drugs as non-Native people. The study found that AI/ 
ANs needed treatment at a rate of 17.5 percent compared to the national average 
of 9.3 percent. Providing this treatment is costly to the community and gaps in 
funding mean that the treatment is often inconsistent both from year to year and 
across Indian Country. Because funding is never guaranteed, vulnerable people and 
communities can slip through the cracks and back into drug habits when grant re- 
sources run out. For example, the Fort Peck Tribes of the Assiniboine and Sioux cre- 


^Abbey, A., Parkhill, M.R., Jacques-Tiura, A.J., Saenz, C. (2009). Alcohol’s Role in Men’s Use 
of Coercion to Obtain Unprotected Sex. Substance Use & Misuse Journal, 44(9— 10): 1329-1348. 
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ated a drug task force on their remote reservation in northeastern Montana in order 
to employ a crossjurisdictional strategy for treating and preventing substance abuse. 
The task force was funded through a state-funded program. NIHB Board Member, 
Charles Headdress, noted that the program was making progress, but when the 
funding ran out, the gains the task force made diminished and methamphetamine 
dealers were able to increase their presence on the reservation. Because exposure 
to illicit drugs is so common and AI/ANs are more likely to need treatment, it is 
clear that continued funding for treatment of alcohol and drug use is a top priority 
for Indian Country. During the hearing, Senator Heitkamp noted that “we don’t 
have a strategy, we just have a series of events” when it comes to health care deliv- 
ery in Indian Country. There is truth in this statement: Congress must commit con- 
siderable, consistent resources in the treatment and prevention of alcohol and sub- 
stance abuse. 

The monetary cost of addiction treatment is just one of the major costs of drugs 
and alcohol in Indian Country. Intentional and unintentional injuries and hos- 
pitalizations related to drugs and alcohol can incur huge costs both to individuals, 
communities and healthcare facilities. Alcohol was associated with 32.2 percent of 
all unintentional injury hospitalizations among AI/ANs, yet Tribes are not getting 
significant funding from the federal government to address this issue. For example, 
in FY 2016, the unintentional injury program at the Centers for Disease Control 
and Prevention (CDC) is not receiving any additional funding in either the House 
or Senate’s draft Appropriations bills. This is problematic for Tribes, as uninten- 
tional injury is the third leading cause of death among AI/ANs, and many of these 
are alcohol related. CDC is currently operating efforts in Alaska and the outcomes 
from these programs are promising — showing real behavior change. But the oppor- 
tunities to expand these efforts into other parts of Indian Country will be severely 
limited by the proposed flat funding. Above and beyond funding levels, there are 
other considerations for how the allocations will be spent. For example, the uninten- 
tional injury prevention will be administered by states, not through any of the 
Tribes. It is critical that Congress provide authority for CDC to create a separate, 
direct funding stream or block grant directly to Tribes for this program eliminate 
a state pass-through requirement. 

More disconcerting is the cost of intentional self-harm induced by drugs or alco- 
hol. Alcohol was associated with 63.2 percent of all intentional injury hospitaliza- 
tions nationwide among APANs. In Alaska, three out of five (57.5 percent) suicide 
and self-harm hospitalizations were alcohol-related among Alaska Natives. Both na- 
tionally and locally, when American Indians and Alaska Natives do harm to them- 
selves, alcohol is involved approximately 60 percent of the time. In small reservation 
communities or Alaskan villages, a suicide or incidence of self-harm can have a rip- 
ple effect throughout the community, and increase suicidal ideation among peer 
groups in the community. Providing effective and timely treatment for one at-risk 
person can remove the catalyst for a rash of responsive suicides within a commu- 
nity. 

During the hearing, most witnesses and Senators agreed that the biggest cost of 
drugs and alcohol is the loss of human life. NIHB agrees. In the Bureau of Indian 
Affairs Nashville Area, 9 percent of all AI/AN deaths from 2002-2012 were sub- 
stance-abuse related. Drugs and alcohol can affect all members of a community. Mr. 
Headdress stated that “prominent members of our societies are falling by the way- 
side and into addiction.” This problem encompasses all people in a tight knit com- 
munity and the death that comes from drugs and alcohol reverberates outside of the 
traditional family, putting even more individuals at risk from suicide, especially 
when it comes to youth. Drugs and alcohol truly do cost human lives. 

Methamphetamines 

Although alcohol has long plagued our communities, specific drugs are coming in 
great numbers to Indian Country. Methamphetamine and prescription drugs (spe- 
cifically opiates) are proving to be major destructors of our communities. Because 
of the accessibility and highly addictive nature of these drugs, healthy communities 
can quickly fall into despair. One Tribal leader described those addicted to meth and 
prescription drugs as “skeletal zombies walking around with no teeth.” 

Meth is a drug that thrives in rural communities, including reservations and 
Alaska Native villages. Tribal leaders are aware that meth dealers target our com- 
munities because of the remote locations and limited law enforcement presence. In 
fact, many leaders know where the meth houses are in their communities, but do 
not have the law enforcement resources to move against these entrenched oper- 
ations. For example, The Fort Peck Tribe in Montana has 23 police officers that 
cover a two million acre reservation. (For reference, the state of Delaware is 1.594 
million acres.) With such a small police presence covering these large tracts of land. 
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meth manufacturing and distribution can thrive. In addition to bad actors bringing 
drugs onto the reservations, Native people in the depths of addiction can create the 
drug themselves with household goods instead of relying on outside dealers. Meth 
labs have cropped up in Tribal housing and often times the subsequent damage to 
the homes prohibits the Bureau of Indian Affairs from moving in other families: the 
houses are uninhabitable. Tribes are finding that they simply do not have the 
money, resources or man power to tackle a drug like meth. When they bust one 
house, the drugs move to another place on the reservation. 

In the map below, provided by the White House Office of National Drug Control 
Policy, one can clearly see how close drug trafficking areas (colors) are to reserva- 
tions (brown hash marks). Tribes in the Southwest are constantly trying to keep 
drugs that are coming across the Mexican border out of their communities, (orange). 
The drug trafficking areas in North and South Dakota (light blue) are on or near 
some of the largest and most populous reservations in the country. Western Wash- 
ington Tribes combat drugs coming in through their ports from Asia (lavender). The 
main trafficking area between the US and Canada runs through New York State 
and Iroquois country (navy blue). 



According to The National Institute of Health, “while national trends are showing 
declines, methamphetamine abuse continues to exhibit regional variability. . .with 
the strongest effects felt in the West and parts of the Midwest.” States in the West 
and Midwest happen to have the largest numbers of Native populations. In addition, 
according to The California Tribal Behavioral Risk Surveillance System, 30 percent 
or AI/AN people have reported using meth, crank or ice. 

Tribes in the Northern Plains are noticing an influx of drugs due to the booming 
economy of the Bakken Oil Field. Again, drug dealers target these reservations, es- 
pecially in North Dakota, South Dakota and Eastern Montana, because of their 
understaffed police forces, fluctuation of the labor population and large acreage. 
Drug cases are flooding Tribal courts in South Dakota especially with the Three Af- 
filiated Tribes of the Mandan, Hidatsa and Arikara (MHA). MHA Nation Chief 
Judge, Diane Johnson, declared to the Los Angeles Times, before the oil boom 
“about 30 percent of the cases that came to her court were drug-related and that 
number is now closer to 90 percent.” The effects are overwhelming Tribal adminis- 
trations and Tribal courts. 

The effects of meth addictions are felt by the entire community. Many APANs 
from across the country have echoed that every family has at least one member with 
a meth problem. Those addicted to meth have often given up on participating in the 
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community and begin taking from the community to fuel their habits. Community 
members cannot leave belongings unattended for fear that they will be stolen and 
sold for drug money. Lastly, because many of these rural reservations have de- 
pressed economies, there is a financial incentive for Tribal members to participate 
in the illegal drug trade because that is often the only way they can make money. 

Opiates and Prescription Drugs 

Heroin and prescription drug use go hand in hand. Prescription painkillers like 
Vicodin or OxyContin are routinely prescribed by doctors for a myriad of medical 
concerns. However, these highly addictive prescription opioids can open the door to 
heroin and other opiate drug use. In addition, heroin leads to many public health 
concerns regarding intravenous drugs use like Hepatitis C and HIV. 

Much like meth, prescription drug abuse affects rural communities differently 
than it does urban and suburban areas. For example, in Montana, IHS doctors have 
been prescribing opioid painkillers like Vicodin or OxyContin in lieu of surgery be- 
cause hospitals are often hundreds of miles away, or the IHS is unable to provide 
funding for referrals. According to the National Institute on Drug Abuse, those who 
abuse opioid prescription drugs often switch to heroin as a substitute. Exposing AI/ 
AN populations to highly addictive painkillers through the Indian Health Service 
fuels heroin addiction on reservations. An elected Tribal leader of a Tribe in Cali- 
fornia recently said that “the worst drug dealer on the reservation is IHS.” More 
must be done to hold physicians and IHS accountable to the damage they are doing 
by fueling this crisis in Indian Country. 

Heroin and prescription drugs are putting American Indian and Alaska Native 
youth at risk. Nationally, one in twelve high school students reported non-medical 
use of prescription drugs in the past year and one in twenty reported abusing 
Oxycontin. However, AI/ANs annual heroin and Oxycontin use was two to three 
times higher than this national average. 

During the hearing. Senator Murkowski noted how difficult it is to raid heroin 
dens on island communities in Alaska. This is a common theme throughout Indian 
Country. Local law enforcement often does not have the resources to conduct a raid: 
one obstacle is obtaining a warrant when judges are often far away. Tribal leaders 
have voiced similar concerns about policing drug areas. They have also stated that 
the Tribal Law and Order Act, while beneficial, has also not helped as much as 
Tribes have needed or expected in terms of coordination between various agencies 
or in providing additional resources to law enforcement. Drugs are overwhelming 
Tribal administrations because combating the epidemic requires additional funding 
and coordination between law enforcement. Tribal health programs, schools, and 
community members. 

Nationally, deaths involving heroin have quadrupled from 2000 to 2013. Most of 
the increase occurred after 2010 and the greatest increase was seen in the Midwest. 
These figures correlate with concerns of Tribal Leaders near the Bakken Oil Devel- 
opment that has reached peak development since 2010. The Bakken Oil Develop- 
ment has had a negative effect on the health and wellbeing of Tribes in the region 
by increasing drugs on the reservations. Remote locations, and small numbers of 
law enforcement officers make reservations in the area a primary target for drug 
traffickers. Congress must support targeted interventions in these areas so that the 
negative effects of this new development are not harming Tribal communities. 

Youth Involvement 

During the hearing, Senator Franken told a story about visiting a Native teen re- 
covery center in Minnesota. He asked the youth how many of them started using 
drugs or alcohol with their parents and all students raised their hands “yes.” AI/ 
AN youth are initiating alcohol and drug use earlier than their non-native counter- 
parts. Because drugs and alcohol are so prevalent with adult AI/AN populations on 
many reservations, it is often only a matter of time before the young people of a 
community begin to use as well. Not only are AI/AN youth starting to use drugs 
and alcohol at an earlier age, more youth are using drugs and alcohol more often 
than non-native youth. 

According to the California Department of Education’s California Healthy Kids 
Survey, between 2008 and 2010, 30 percent of AI/AN youth ages 12-17 reported 
drug or alcohol use in the past month. Of those who used alcohol in California in 
the past month, 39 percent reported heavy alcohol consumption or binge drinking. 
AI/AN youth have reported much higher percentage of binge drinking (16.7 percent) 
compared to the National Healthy People Goal (8.6 percent). Nationally, AI/AN stu- 
dents’ annual heroin and OxyContin use was two to three times higher than the 
national average for youth heroin and OxyContin use. 
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High substance use in American Indian communities contributes to a range of so- 
cial problems including violence, delinquency, and mortality from suicide or alcohol 
or other substance abuse. Thus, these findings alert us to the urgency of imple- 
menting prevention programs in these communities. Research documents higher 
rates of use and earlier initiation among AI/AN adolescents compared with other 
U.S. adolescents, but the extent of disparities found varies across studies. This is 
why research for drug use and treatment programs is so important. Part of this re- 
search should analyze the use of cultural practices. 

Policy Recommendations 

Clearly, more must be done to restore alcohol and drug-free Tribal communities. 
Foremost, long-lasting reform should involve a variety of actors including Tribal, 
federal, state, and local governments; community elders; youth leaders; school lead- 
ers; and the community members themselves. However, there are several things 
that Congress can do in order to help address the true costs of alcoholism and sub- 
stance abuse in Indian Country: 

• Increase funding for research on the locations and effects of alcohol and sub- 
stance abuse in Indian Country. Before we are able to treat the causes, it is crit- 
ical that we have better data on the incidence, prevalence, effects and locations 
that experience these problems. CDC should provide designated funding to Trib- 
al Epidemiology Centers in order to have better data on this critical issue. This 
research should identify specific targeted locations and causes of alcoholism and 
drug abuse. 

• Provide funding to Tribes and Tribal researchers to establish indicators for evi- 
dence-based criteria that are based on traditional healing practices. Tribal com- 
munities have been healing their people for thousands of years, and are highly 
effective in the communities where they are employed and engaged. Yet, it is 
often the case that traditional healing practices are not do not meet mainstream 
criteria for data collection under federal grants, which puts Tribes at a dis- 
advantage when applying for and administering federal programs. It is critical 
that Congress support these traditional practices by providing funding to estab- 
lish evidence-based criteria related to traditional healing methods. 

• Increase and sustain funding for alcohol and substance abuse treatment and 
prevention programming in Tribal communities. This should include expanding 
the Methamphetamine and Suicide Prevention Initiative (MSPI) at IHS, which 
is currently only funding about 100 demonstration projects. It should also in- 
clude specific training for Tribal members to become counselors and addiction 
professionals in order to create sustainable change on reservations. Recruitment 
and retention of medical professionals is a chronic issue at IHS. Alcohol and 
substance abuse counselors are no different. According to the IHS’ Congres- 
sional Budget Justification for FY 2016: “IHS, as a rural health care provider, 
has difficulty recruiting health care professionals. There are over 1,550 vacan- 
cies for health care professionals. . .across the IHS system. . .” (CJ-216). 
Given these challenges, it is critical that training be provided for community 
members already living in these Tribal communities so that they there can be 
continued support for these critically-needed services. 

For FY 2017, the Tribes have recommended that Congress increase funding for 
Alcohol and Substance Abuse at the IHS to $312.3 million (-h 121.3 million (-i-63 
percent) from FY 2015). However, it is critical that other federal agencies, in- 
cluding the Substance Abuse and Mental Health Services Administration, CDC, 
Bureau of Indian Affairs and the Department of Justice also provide longterm, 
designated resources to Tribes to carry out this work. In addition of funding al- 
cohol and substance abuse treatment, these agencies should provide Tribes 
funding on the effects of alcohol and drug abuse such as unintentional and in- 
tentional injury funding. Congress should also provide additional funding to 
Tribal justice systems so that enforcing the law in terms of alcohol and drug 
abuse is possible. 

• Provide Congressional oversight and accountability to ensure that various fed- 
eral, state, and Tribal agencies are coordinating to combat alcohol and substance 
abuse as referred to by law. Congress should increase oversight on Section 241 
of The Tribal Law and Order Act (P.L. Ill- 211). This section of the law re- 
quires The Department of Justice, Substance Abuse and Mental Health Services 
Administration, Bureau of Indian Affairs and the Indian Health Service to co- 
ordinate efforts when addressing Indian alcohol and substance abuse prevention 
and treatment. Additional oversight and accountability provided by Congress on 
the implementation of this provision will ensure that The Tribal Law and Order 
Act is fully executed. 
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• Empower Tribal governments by providing funding to create and sustain drug 
taskforces on reservations with high need. NIHB’s conservations with Tribes in- 
dicate that funding for programs designed to bring all aspects of the community 
together (Tribal leaders, elders, youth, teachers, law enforcement, federal offi- 
cials, etc.) to develop community-wide strategies to tackle these issues in Indian 
Country. 

Sustained, and continuous funding must be a key element to all of this work. A 
Tribal leader recently told NIHB, that “It’s as if funds are awarded when rates 
spike, but return to complacency with alarming rates when rates fall somewhat. 
Programs cannot be sustained with uncertainty over funding from year to year.” In- 
dian Country must have continued investments in these programs from all agencies 
involved in order for there to be change. Congress must also direct the Administra- 
tion to work with Tribes in forming a concrete strategy to overcome these issues so 
that we stop just moving from crisis to crisis. 

Conclusion: 

Thank you for holding this important hearing on The True Costs of Alcohol and 
Substance Abuse in Indian Country. This epidemic has created community-wide de- 
struction on many reservations. The true costs of this disease have not only resulted 
in lowering the immediate health status of many American Indian and Alaska Na- 
tive persons, but also leads long-term health costs such as feelings of depression, 
anxiety and even suicide. Over time, generations of young people grow up in homes 
ravaged by alcohol and substance abuse and experience feelings of hopelessness, and 
then turn to these avenues themselves effecting employment opportunities, placing 
serious burdens on the Tribal justice system, and eroding traditional ways of life 
in Tribal communities. We must break this cycle. 

The National Indian Health Board stands ready to work with the Committee to 
create and sustain the programs suggested in this testimony. 


Prepared Statement of Hon. John Yellow Bird Steele, President, Oglala 

Sioux Tribe 


Please accept tWs as our written testimony for ibe Setate Committee’s hearUig 
‘'Examining the True Costs of Alcohol and Drug Abuse in Indian Country." This is an issue of 
vital importance to the Pina Kidge Reservation - altabol and sulstMce abuse is one of the root 
problems on our Reservadonj we can trace tsai^ of cm? other challen^s — donustio violence, 
crime, youth suicide, and titiscnplsyment—tQ ^gs ami alcohol uae snd abuse. We are not 
urdmie in hidiim Country for Ih^g these pmbl^as. Chief Et^cuhve Bonjatiun &om Mike Laos 
and Ms. Goggles from the Wind River Recovety Progratis explained well the chalices fsefog 
our conummitics — hoivi duldron beginning drinking at a young age to dnig tmffiddug on mir 
reservations to an iocnsasitlB problem with drugs like Itcaoiii and methsmphetammes. These 
hisues affect us all, and vdtliaut assistance, they remain btmctable, 

We look to the Consjass for assistance with these problems, in line with tli« United 
States’ commitments in fofi several heaties between tha United Kates and the C^lala Sioux Tribe 
or Us piedeoessoTs. In the 1868 Stotnt Treaty, the United States ptontised to provide certain 
benefits and snnuiSe.s to us, and that Treaty coiitintsss to this By Us terras and subsequent 

congrcsslonri raUSc^ion, foe Tis^ cera^cd mkt law foe United Sta»‘ obSgstion to make 
annual ctHtgrossionol agopropriahons to foe O^ala Sioux Tribe. This fetwas so recognised by 
foe Indian Claims CcmitM.ssion: 'hhe [1868] tes^ was RU attempt by foe United States to oWran 
peace on foe best terwK possible," and the United States promised to provide “goods mi 
services” to foe tribes, These "goods and services” include, but are not limited to. congressional 
appropriations for such foinga as medical care, education, economic development, law 
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enfoiccmcDt and safe tmildings. According to the terms of our Treaties, Vi’o ask that you assist us 
in our eflbrts to solve ite proHems of alcohol and drug abuse on our Reservation. 

These problems are not new. The issue of alcohol abuse was one introduced to us over a 
hundred years ago, and has been a pervasive problem for my Tribe ever since. Many of our 
people turn to drags and alcohol to escape the harsh realities of life on Pine Ridge. Worse, llicie 
are few people we can turn to for help with these problems. Despite promises from the 
government to provide for our health care, the cycle of addiction continues to this day, 
generation after generation. 

Nor is tMs problem a discrete one. As I have emphasized in my testimony before this 
Committee, the problems affecting my Tribe and others are widespread and interconnected. You 
cannot fix the unemployment problem without fixing the education problems. You cannot fix 
the educaticn problem without ii>[iiig the substanee abuse and alcohol problem. You cannot fix 
that problem without fixing unemployment, 'iliese ate cyclical problems, and they need 
comprehensive, multi-pronged and holistic action to address them. There are no easy solutions 
on Pine Rldg^ there never have been easy solutions for my Tribe, But we are committed, and 
have the drive to do it, What we need is resources. 

Alcohol and Substance Abwte in our Community 

Our Tribe has been committed to Hatn collection and community outreach to determine 
the extent of substance use on our Reservation, fn 2013, the Tribe commissioned a Community 
Health and Wellness Survey, a comprehensive, 89-iteni questionnaire about general health 
conditions among our citizens. Part of that survey asked about tobacco, alcohol, and drug use, 
mental health, and social support. Over 600 people were surveyed, and drug and alcohol abuse 
was the most cited community concern. 

The statistics of alcohol use are striking as well. While a smaller proportion of our 
membership use alcohol at all, problematic diinkiag such as binge drinking, alcohol use disorder, 
or alcohol consumption luring pregnancy occurs much mote among those on Pine Ridge who do 
consume alcohol. The rale of alcohol-related deaths for the IHS area including Pine Ridge 
(Aberdeen) was 81.9 per 100,000, The national rate is 6.9 per 100,000. From 2005 to 2007, the 
latest years statistics are available for injuries, 31% of all severe injuries were related to alcohol. 

Incidence and effects of drug use are of similar concern. In2012,33.1% of Tribal 
members on the Reservation had used ilHoit drugs in the prior year, more than double of the U.S . 
rate at large (14.6%). The vast majority of drug users were using marijuana (29.8% in a 30-day 
sample). Other dings included non-prescription pain r^evers, methamphetamine, hernin, and 
cocaine. 

The statistics by themselves are cause enough for alarm, but the prevalence of alcohol 
and substance abuse touches every aspect of life on Pine lUdge. Most obvious are the immediate 
health effects of such use, which contribute to the low life expectancy for our dtizras. Alcohol 
and drags arc also linked to violence on oui Reservation, on many levels. Domestic violence 
goes hand in hand with substance abuse or alcohol use in the home, Violence In our schools and 
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streets is also linked to drinking or drug use. Worst, substance abuse — and drug trafficking and 
sale — baive brought gangs to Pine Itidge, which spawn tremendous problems for our people. Our 
law enforcement does what it can, but we only have 44 officers for our entire Reservarion. 

This all takes place on a backdrop of a conununity that struggles to address historical and 
intergenerationn], rcpeatii^ trauma. While conducting tiie Community Health and Wellness 
Survey, we found that families today are affected by the fallout of the Occupation of Wounded 
Knee in 1973, which worsened the already tumultuous relationship with the U.S. Govemment 
and Pine Ridge’s non-Indian neighbors, increased violence, and increased the prevalence of 
dnrgs. However, the Occupation was cited as an event that renewed the strength of Lakota 
culture and practices—something that we have found is the single most productive way to 
combat social ills such as drug attd alcohol abuse. 

Those eSbits are challenged by the eitistence of what is effectively an alooho [-trafficking 
hub right on the border of our Reservation: the town of Whiteclay, Nebraska. The Tribe’s 
attempts to limit the amount of sales in the town — which is little more than four stores selling 
alcohol — have been rebuffed, including a request for help &om the former Governor of 
Nebraska, who coldly told our former Prerident that Whiteclay was the Tribe’s problem, not his. 
The town of 1 4 people continuics to sell 12,500 caiLS of beer a day — al most all of which flows 
into Pine Ridge, where alcohol remains illegal. 

I emphasize again, however, than none of this is new to us or to you. We have been 
describing these problems to this Committee for many years, yet we still struggle to hold the 
United States Government to the terms of our Treaty and the many promisea it has mode to us; 
we stilt struggle to rind the resources and funding we need to serve our people. 

What the Oglala Sioitx Tribe is doing to Address Aleohol and Substance Abuse 

Reducing addiction and substance abuse on Pine Ridge has been one of our top priorities, 
and we have been vigilant about accessing resources, personnel, and Rinding from any location 
we are able to find to help our Tribe treat and prevent addicrion among our cithens. There ore 
several ways we are helping our people with this problem. 

AnpetuLuta Olipl (ALO) Is a oomptehensiva substance abuse program that administers o 
wide vari^ of addiction prevention, tasatment, and recovery support services for adolescents 
and adults experiencing problems withaicohol and drugs. ALO’s mission is to deliver the 
highest quality’ behavior^ healrii services that arc guided by science and anchored in traditional 
Lakota culture, philosophy, and worldview in order to el imin ate alcohol, commercial tobacco, 
and other drug abuse on Pine Ridge Reservation. ALO works in collaboration with other 
Oglala Sioux Tribe programs that have a shared goal of planning, implementing, and evaluating 
strong evidence-based prevention programming. Some of the partnering programs include Sweet 
Grass Suicide Prevention Program, Tawacin Ohoktla Prevention Program, and OST Health 
Education. 

Traditional concepts of health among many American Indian families within the Pine 
Ridge Reservation involve the intersccdon of physical, mental, and spiritual wellbeing, which 
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are all seen as inextricably linked. ALO and oilier Oglala Sioux Tribe alcohol and substance 
abuse stakeholders believe that the most eSeedve approaches to affecting community norms over 
time carefully and systematically synchronize traditional Lakota values end practices with 
scicncc-based methods. The abuse of alcohol has placed a heavy burden on ail social institutions 
within Pine Ridge. The most substantially impacted include the family, health care systems, 
public safety, and social s^vices. 

Comprehensive alcohol and substance abuse intervention programs have the ability to 
make a tremendous impact at both an itutividuai/pcisonal level as well as mthin the broader 
community when services are; (1) rooted in behavioral health science; (2) informed by a 
communi^’s specific epidemiologjcal data; and (3) delivered with fidelity by passionate, 
qualified professionals. Investing in cvidcnce-bsscd programming not only decreases the social, 
economic, and health consequences of alcohol, tobacco, and other drugs, but also contributes to 
the development of healthy communities. 

Our Tawadn Ohokila program is dedicated to assisting our Tribe to overcome the 
ravages of cultural trauma and addiction. This program has become one of our most successful 
treatment programs. It is under the Tav/acin Ohohila program that the Oglala Sioux Tribe had 
commissioned the above-mentioned Community Healtii and Wellness Survey. The results of 
that Survey were used to produce the 2014-2017 Oglala Sioux Tribe Strategic Prevention Plan lo 
prevent alcohol and drug use, as weQ as to increase the general health and wellness of our 
(titizens. Under the auspices of Jiiwocin Ohokila, we have fanned the Oglala Sioux Tribe 
Epidemioloecal Workgroup (OSTEW) lo work across Tribal agencies (Schools & Colleges, 
Public Salely, Behavioral Health, Elected Officials, and Tribal Health & Indian Health Service) 
to provide leadership for the coordination, management, and disseminatioii of the Tribe’s 
epidemiological data to ensure data, collection for the efiectivo execution of our prevention plan. 

In implementing our Strategic Prevention Plan, wo have focused on the ftiQowing goals: 

- Monitor alcohol, commercial tobacco, and other drug use within the Pine Ridge 
Reservation, 

- Prevent the initiation and progress of alcohol, commetciol tobacco, and other drv^ use. 

- Increase the capad^ of Thibal systems to plan and implement best and promising 
practices that aim to ledncn the abuse of alcohol, commercial tobacco, other drugs, and 
suicide. 

- Promote systems and environmental changes that decrease access to alcohol, commercial 
tobacco, and other drugs. 

These goals will be met through planning and policy advocacy, but most importantly witli 
outreach and direct service to our citizens. The Oglala Sioux Tribe realizes that these goals are 
only reached if efibrts are made in a wide-ran^ng and comprehensive way, so our services range 
from teading promotion and education among our very young, to social media outreach to 
engage our adolescent and young adult populations, to workforce development and training for 
our working age population, to enlisting the help of our traditional leaders and elders to revitalize 
and maintain cultural ties that help the lessons ofpreveating addiction “stick” with oar people. 
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Still other programs reach our members to assist them with problems that stem £rom 
substance abuse. Our suicide prevention efforts are chief among these, and the Tribe takes a 
similariy comprehensive path towards intervention. In order to address this problem, we are 
targeting ecoDomic grow^ and infiastructuie development, educatioa and youth engagement, 
bousing conditions and availability, physical and mental health, and law caforeenicnt. 

Unfortunately, the Indian Health Scmcc and the Substance Abuse and Mental Health 
Services Administration are not living up to their trust and treaty rcsponsibiUtics in providing 
healtli care for our people, "Whlie the Community Health and Wellness Survey and drafting of 
our Strategic Prevention Plan was assisted by a grant ftom SAMHSA, continuing funded is 
needed to maintain our assessment and screening actirdties, to engage in prevention, and to 
provide treatment 

Steps to Assisi our Tribe Heal our People 

As I have emphasized, the only way to address the challenges on Pine Ridge is 
comprehensively, to approach them from all sides and with ail resources, agencies, and programs 
warldng together. We need to address the large cancems at our ooramunily ; rampant 
unemployment, crime and violence, addiction, and the resulting feelings of despair and 
hopclcssncas, While alcohol and drug abuse is a fector in all of these problems, the problems are 
likewise a factor in the high rates of aleohelism and addiction. 

We also hear — many times ftom the Committee itself — that there is "not enough funding 
to go around.” This icfiain has become so commonplace in Washington that we here in Indian 
Country think you are starting to believe it, We contest that notion completely. There are 
enough resources to address the problems in Indian Country; it is only a matter of priorities that 
results in our funding shortfalls, limited demonstration programs, and tlie unmet needs in our 
physical and mental health care tacilltics. We know that the Committee is doing its best to 
conviuce your colleagues in Congress that our issues deserve attention; we ask that you keep 
doing so. 

The following are recommendations we have to address needs in all areas that will assist 
in lessening the negative effects of alcohol and substance abuse on Pine Ridge: 

- Funding for substance abuse treatment, behavioral and mental health, and prevention 
efforts in the Indian Health Service must be increased to address the need of all in Indian 
Country. For a problem of epidemic proportions, it is unconscionable that the Indian 
Health Service does not have enou^ physicians and psydiologists or counselors to treat 
Native people directly {without the use of Purchased and Referred Care, which can 
present harriers to healthcare access). To begin, the Senate can vote to fully fund the 
Tribal Heulth Initiative in SAMHSA at its full authorization of $50 million, and provide 
$25 million for the Methamphetamine and Suicide Prevention Initiative at the DfS. 

• We snpport the idea that alcohol and substance abuse screening in scho ols and health care 
famlities will help us intervene earlier in the cycle of aJcchoIisn or addiction, Incnsasing 
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the nvimber of counselois in the schools, their training, and the training of healthcare 
professionals to screen fbrthese issues would ho advantageous to our Tribe. 

- We need more resourcos for public safety and courts to help interdict drug and alcohol 
traGSckiiig on nur Reservalicm, and to combat the violent crime that accompanies that 
activity. Funding for 60 additional tribal law enforcement officers is paiamounf, as is 
increased justice funding for tribal court ^sterns and detention fiacilities (which can also 
include substance treatment programsj. Further, Congress must restore tribal Jurisdiction 
SO we may prosecute all crimes in Indian Country, regardless of who commits them; state 
and federal courts have proven unable to handle these problems. 

- Given that we have a high proportion of young people in our Tribe, we support efforts 
behind the President’s ‘'Generations Indigenous” effitrtto promote the he^th, education, 
and achievement of the Nation’s Native youth. We ask that Congress make permanent 
the programs the Administration has undertaken to support these efforts, such as the 
Native Youth Community Projects program at the Education Department, Native 
Languages programs, and job training programs. 

- As we testified to the Committee earlier this year, preventing Youth Suicide is our first 
priority on the Pine Ridge Reservation. The main goal of our effort is to reduce the sense 
of despair and hopelessntsss among our yuuth, which requites a comprehensive approach 
to reduce uneraploynjEnt, increase education outcomes, improve health and treatment 
services, and increase the availability of hi^-quality housing to prevent overcrowding. 
This also entails improving the infiastructure on Pine Ridge; our roads, water & sewer 
fheUities, and school buildings are in disrepair. We need fundii^ to revamp our 
infiastiuoture, then sufficient resources to maintain these physicol resources. 

- The IHS and other agencies must be able tn caadly integrate traditional health and 
treatment methods in their substance abuse treatment and prevention activities. These 
efBertS are, hy-defmition, community based, and serve to strengthen social ties among our 
people. Increased federal funding for these services could do more than any Other 
program to address the substance and alcohol abuse problems in Indian Coimtty. 


Thank you for considering our testimony. The Oglala Sioux Tribe is dedicated to battling 
the problems of substance abuse and alcoholism, and we respectfully seek the support of this 
Committee and Congress in our efforts. Please fcel free lo contact me if you liave any 
questions. 


Response to Written Questions Submitted by Hon. Al Franken to 
Hon. Robert G. McSwain 

Question. Mothers with opioid addiction often begin with legal prescriptions. Poor 
prescribing practices can have tragic consequences so it’s very troubling when indi- 
viduals receive addictive drugs for minor conditions or receive more medication than 
is necessary. 

Many American Indians receive health care through the Indian Health Service 
(IHS). What specific steps has the IHS taken to improve prescribing standards and 
address over-prescription? 

Answer. IHS works with partners within and outside the Department of Health 
and Human Services, including the Behavioral Health Coordinating Council’s Pre- 
scription Drug Abuse Working Group on this issue. IHS has provided mandatory 
training for its providers on safe and appropriate prescribing practices. The first 
five-hour training course was held in February 2015. The training is held on a reg- 
ular basis. By April 2017, all IHS health care professionals who prescribe as part 
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of their duties will have received the training at least once, with refresher courses 
at least every 3 years thereafter, ^ 

IHS has established a national IHS chronic non-cancer pain management policy 
to provide direction to its federal hospitals and clinics on appropriate opioid pre- 
scribing. This will be updated once the Centers for Disease Control and Prevention 
(CDC) publishes final guidelines for primary care providers on safer, more effective 
care for patients with chronic pain. To assist providers with resources, IHS devel- 
oped its pain management website http:! I www.ihs.gov I painmanagement I ). 

In addition to the steps above, many IHS providers participate in State Prescrip- 
tion Drug Monitoring Programs (PDMPs), and IHS is working to decrease barriers 
to PDMP use. An IHS circular has been drafted on participation in PDMPs and is 
under Agency review. In 2012, IHS convened a multi-disciplinary workgroup to 
focus on Prescription Drug Abuse in Indian Country. As part of the workgroup’s rec- 
ommendations, IHS has worked with ONDCP, the Bureau of Justice Assistance, and 
numerous state PDMPs to expand participation with existing state PDMPs, to de- 
velop best practice recommendations, and to report controlled substance dispensing 
data to state PDMPs. IHS has developed software compatible with five American 
Society for Automation in Pharmacy formats, deployed reporting capacity in 21 
states, and assisted tribal programs with PDMP program deployment. As these sys- 
tems continue to mature, PDMPs can enable health care providers and law enforce- 
ment agencies to prevent the non-medical use and diversion of prescription opioids. 


Response to Written Questions Submitted by Hon. Al Franken to 
Mirtha Beadle 

Tribes in Minnesota have noted that there is limited research on opioid abuse and 
treatment that is specific to Indian Country. 

Question. How can the Substance Abuse and Mental Health Services Administra- 
tion and other federal agencies support research on the contributors to opioid abuse 
among Native Americans as well as what treatment approaches are most effective 
for this population? 

Answer. The Substance Abuse and Mental Health Services Administration’s Cen- 
ter for Behavioral Health Statistics and Quality (CBHSQ) currently conducts re- 
search on the epidemiology of and factors contributing to opioid use and misuse 
among American Indians and Alaska Natives. CBHSQ collects data through the Na- 
tional Survey on Drug Use and Health (NSDUH) on substance use and mental 
health, including opioid use and misuse, as well as associated demographic and risk 
and protective factors. Data are also collected through the Treatment Episode 
Dataset (TEDS) on treatment admissions and discharges, as well as associated de- 
mo^aphic factors. CBHSQ frequently reports on analyses by demographic charac- 
teristics, including for the American Indian and Alaska Native population. CBHSQ 
is developing a Public Health Research and Surveillance Agenda for the American 
Indian and Alaska Native (AI/AN) population that will include a description of what 
is known and questions that remain regarding the behavioral health epidemiology 
of the AI/AN population. Recent CBHSQ publications include: 

• 2014 National Survey on Drug Use and Health: Detailed Tables (2015) 

• The NSDUH Report: Need for and Receipt of Substance Use Treatment among 
American Indians or Alaska Natives (November 2014) 

• The TEDS Report: American Indian and Alaska Native Substance Abuse Treat- 
ment Admissions Are More Likely Than Other Admissions to Report Alcohol 
Abuse (November 2014) 

• Treatment Episode Data Set (TEDS): 2002-2013. National Admissions to Sub- 
stance Abuse Treatment Services (2015) 

• Data Spotlight: Almost Half of American Indian and Alaska Native Adult Sub- 
stance Abuse Treatment Admissions Are Referred through the Criminal Justice 
System (November 2012) 

To support effective treatment, SAMHSA’s Treatment Improvement Protocol 51: 
Substance Abuse Treatment Addressing the Specific Needs of Women provides sub- 
stance use disorder treatment advice to clinicians and administrators for Native- 
American Women, which includes clinical, program development, and staff training 


1 https: ! / www.whitehouse.gov I the-press-office ! 20151 10121 /fact-sheet-obama-administration- 
announces-puhlic-and-private-sector 

2 https: ! / www.whitehouse.gov I the-press-office 1 20151 101211 presidential-memorandum-ad- 
dressing-prescription-drug-ahuse-and-heroin 
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components. Among these components, specific advice includes exploring women’s 
beliefs regarding healing and knowledge of cultural practices; combining contem- 
porary approaches with traditional/spiritual practices; and training staff to address 
biases and myths associated with Native American Clients. 

The National Institute on Drug Abuse (NIDA), within the National Institutes of 
Health, also funds research on opioid misuse. Since 1975, NIDA has funded the 
Monitoring The Future (MTF) survey, which measures drug, alcohol, and cigarette 
use and related attitudes among adolescent students nationwide. Survey partici- 
pants report their drug use behaviors (including prescription opioid misuse) across 
three time periods: lifetime, past year, and past month. Overall, 44,892 students 
from 382 public and private schools participated in this year’s MTF survey. NIDA 
has also funded research comparing MTF survey results with survey data specific 
to the AI/AN population. 

o 



